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PRESIDENTIAL ADDRESS 
SOUTHERN MINNESOTA MEDICAL 
ASSOCIATION* 





Henry W. Meyerpinc, M.D. 
Rochester, Minnesota 





Ladies and gentlemen, citizens of Owatonna 
and fellow members of the Southern Minnesota 
Medical Association: It has been the custom as 
well as the privilege of the retiring president to 
speak to the Association on some subject of in- 
terest. I fiave chosen to present a brief review of 
the birth, growth and possible future of our so- 
ciety. 

Before the days of good highways, automo- 
biles, radios and airplanes, when the means of 
travel and communication were much more lim- 
ited than now, a group of physicians of Le Sueur 
county met in October, 1880, at Le Sueur Center. 
They were anxious to promote a spirit of fellow- 
ship, and, through discussion of professional 
matters, advance themselves in the knowledge of 
the art and science of medicine. As a result of 
this laudable desire, the Minnesota Valley Med- 
ical Association was formed a few weeks later 
with Dr. Otis Ayers, Le Sueur, as president. The 
annual dues were fifty cents, and the program 
consisted of case reports from personal experi- 
ence which were discussed by members and 
guests, and occasional papers on medical sub- 
jects. The association grew, held semi-annual 
meetings and prospered to the benefit of its mem- 
bers and the communities they cared for. 

Twelve years later, July, 1892, physicians prac- 
ticing along the old Winona and St. Peter Rail- 
road were similarly prompted to organize the 
Southern Minnesota Medical Association. A 
meeting was called and about thirty-five physi- 
cians were present. The late Dr. H. H. Wither- 
stine of Rochester acted as temporary chairman, 
and Dr. D. B. Pritchard of Winona as secretary. 
A committee consisting of Dr. W. T. Adams of 


*From the Section on Orthopedic Surgery, Mayo Clinic, 
Rochester, Minnesota. Read at a popular meeting held at 
Owatonna, Minnesota, May 18, 1925, under the auspices of 
the Southern Minnesota Medical Association. 





Elgin, Dr. W. J. Mayo of Rochester, and Dr. 
J. B. McGaughey of Winona drew up a consti- 
tution and by-laws, which restricted the member- 
ship to physicians in good standing who were 
practicing in the southern counties of Minnesota. 
The principles and rules of the American Medical 
Association were adopted and annual meetings 
decided on. The secretary was instructed to 
solicit papers from members and the annual dues 
were made fifty cents. 

Dr. Franklin Staples of Winona was the first 
president; Dr. H. H. Witherstine of Rochester, 
secretary and treasurer. 

A scientific program of five papers elicited 
great interest and discussion. The subjects were 
as follows: 

1. Cerebrospinal meningitis: 
Gaughey, Winona. 

2. Less common forms of surgical tubercu- 
losis: Dr. W. J. Mayo, Rochester. 

3. Endometritis with demonstration of new 
instruments:. Dr. W. T. Adams, Elgin. 

4. Hypertrophic rhinitis: Dr. H. H. Wither- 
stine, Rochester. 

5. Consideration of the knee jerk symptom: 
Dr. W. M. Phelps, Rochester. 

The meetings were held most often at Winona, 
Rochester, and Owatonna, the county societies 
entertaining the guests with a banquet. The con- 
stitution required that papers be solicited from 
members, and a review of the secretaries’ notes 
on the contributors shows such names as: Dr. 
Franklin Staples, Dr. J. B. McGaughey, Drs. 
W. J. and C. H. Mayo, Dr. A. W. Stinchfield, 
Dr. H. H. Witherstine, Dr. W. T. Adams, and 
Dr. J. H. Adair. In a short time the success of 
these meetings attracted visitors from the sur- 
rounding territory. Among the physicians from 
the Twin Cities, many taking part in the pro- 
grams, were Dr. James E. Moore, Dr. Burnside 
Foster, Dr. M. J. Bell, Drs. C. A. and C. L. 
Wheaton, Dr. A. J. Stone, Dr. J. F. Fulton and 
Dr. Arthur Sweeney. 

So that the names of the officers of the associa- 
tion may be on record I am including the list of 


Dr. J. B. Me- 
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those who, as senior officers, guided the Asso- 
ciation through its struggles and achievements. 


LIST OF PRESIDENTS AND VICE-PRESIDENTS 
AVAILABLE 
1892 
President: Dr. Franklin Staples, Winona 
First Vice-president: Dr. N. S. Tefft, Plain- 
view 
Second Vice-president: Dr. M. A. Trow, 
Chatfield 
1893 
President: Dr. A. F. Kilbourne, Rochester 
First Vice-president: Dr. S. H. Van Cleve, 
Mantorville 
Second Vice-president: Dr. R. C. Dugan, 
Eyota 


1894 
President: Dr. J. B. McGaughey, Winona 
First Vice-president: Dr. S. N. Ransom, 
Dodge Center 


Second Vice-president: Dr. A. S. Adams, 
Rochester 
1895 
President: Dr. Charles Hill, Pine Island 
First Vice-president: Dr. E. D. Keyes, Wi- 
nona 
Second Vice-president: Dr. T. L. Hatch, 
Owatonna 
1896 
President: Dr. N.S. Tefft, Plainview 
First Vice-president: Dr. J. H. Adair, Owa- 
tonna 
Second Vice-president: Dr. C. O. Wright, 
Luverne 


1897 
President: Dr. S. W. Ransom, Dodge Center 
First Vice-president: Dr. D. B. Pritchard, 
Winona 
Second Vice-president : 
Faribault 


Dr. R. N. Jackson, 


1898 
President: Dr. H. H. Witherstine, Rochester 
First Vice-president: Dr. D. A. Stewart, 
Owatonna 
Second Vice-president : 
Austin 


Dr. W. N. Kendricks, 


1899 


President: Dr. J. H. Adair, Owatonna 


First Vice-president: Dr. R. C. Dugan, Eyota 
Second Vice-president: Dr. E. H. Bayley, 
Lake City , 
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1900 
President: Dr. E. D. Keyes, Winona 
First Vice-president: Dr. A. L. Baker, Kas- 
son 
Second Vice-president: Dr. J. W. Scott, St. 
Charles 
1901 
President: Dr. A. S. Adams, Rochester 


First Vice-president: Dr. M. J. Hart, Le Roy 
Second Vice-president: Dr. A. B. Stewart, 


Owatonna 
1902 
President: Dr. J. P. Waste, Plainview 
First Vice-president: Dr. E. H. Bayley, Lake 
City 
Second Vice-president: Dr. D. B. Pritchard, 
Winona 
1903 
President: Dr. Christopher Graham, Roch- 
ester 
First Vice-president: Dr. W. F. Milligan, 
Wabasha 
Second Vice-president: Dr. F. W. Dimmitt, 
Red Wing 
1904 
President: Dr. A. B. Stewart, Owatonna 


First Vice-president: 
Dodge Center 
Second Vice-president : 


Dr. C. S. Bigelow, 


Dr. George Tweedy, 


Winona 
1905 
President: Dr. R. C. Dugan, Eyota 
First Vice-president: Dr. H. F. McGaughey, 
Winona 


Second Vice-president: Dr. O. F. Way, Clare- 
mont 


1906 
President: Dr. A. L. Baker, Kasson 
First Vice-president: Dr. G. J. Tweedy, Wi- 
nona 
Second Vice-president: Dr. M. J. Hart, Le 
Roy 
1907 
President: Dr. C. O. Cooley, Madelia 
First Vice-president: Dr. F. H. Rollins, St. 
Charles 
Second Vice-president: Dr. George Schulz, 
Owatonna 


1908 


President: Dr. O. F. Way, Claremont 
First Vice-president: Dr. W. S. Wood, 
Blooming Prairie 





es 


eee 














1; 


wv, 


ly, 


ey, 


Wi- 


Le 


St 


rulz, 


ood, 


PRE 
ae 





PRESIDENTIAL ADDRESS 3 


Second Vice-president: Dr. E. M. McLaugh- 


lin, Winona 
1910* 
President: Dr. T. L. Hatch, Owatonna 
First Vice-president: Dr. H. F. McGaughey, 
Winona 
Second Vice-president: Dr. J. E. Crewe, 
Rochester 
1911 
President: Dr. L. A. Fritche, New Ulm 
First Vice-president: Dr. J. E. Crewe, Roch- 
ester 


Second Vice-president: Dr. H. F. Mc- 
Gaughey, Winona 
1912 
President: Dr. J. E. James, Mankato 


First Vice-president: Dr. W. L. Palmer, Al- 


bert Lea 
Second Vice-president: Dr. W. E. Browning, 
Caledonia 
1913 
President: Dr. A. B. Stewart, Owatonna 
First Vice-president: Dr. A. G. Liedloff, 
Mankato 


Second Vice-president: Dr. W. J. Richardson, 
Fairmont 


1914 
President: Dr. H. F. McGaughey, Winona 
First Vice-president: Dr. J. H. Adair, Owa- 
tonna 


Second Vice-president: Dr. C. C. Leck, Aus- 

tin 
1915 

President: Dr. F. A. Dodge, Le Sueur 

First Vice-president: Dr. M. S. Henderson, 
Rochester 

Second Vice-president : 
Lake Crystal 


Dr. J. L. Williams, 


1916 


President: Dr. E. S. Judd, Rochester 
First Vice-president: Dr. J. S. Holbrook, 


Mankato 
Second Vice-president: Dr. H. B. Grimes, 
Madelia 
1917 
President: Dr. A. F. Schmidt, Mankato 
First Vice-president: Dr. W. F. C. Heise, 
Winona 


Second Vice-president: Dr. R. G. Olson, Wi- 


nona 





_ “No record can be found of any meeting of the Association 
in 1909. Financial report seems to indicate there was none, 
as it combines 1908 and 1910, omitting all reference to 1909. 


1918 
President: Dr. M. S. Henderson, Rochester 
First Vice-president: Dr. A. E. Shmer, 
Mankato 
Second Vice-president: Dr. P. F. Holm, 
Wells 
1919 
President: Dr. j. L. Williams, Lake Crystal 
First Vice-president: Dr. W. E. Sistrunk, 
Rochester 


Second Vice-president: Dr. W. J. Richardson, 
Fairmont 
1920 
President: Dr. H. Z. Giffin, Rochester 
First Vice-president: Dr. A. E. Wilcox, Min- 
neapolis 
Second Vice-president: Dr. W. J. Richardson, 
Fairmont 
1921 
President: Dr. W. J. McCarthy, Madelia 
First Vice-president: Dr. E. D. Keyes, Wi- 


nona 
Second Vice-president: Dr. W. R. Ramsey, 
St. Paul 
1922 
President: Dr. W. F. Braasch, Rochester 


First Vice-president: Dr. W. H. Condit, Min- 
neapolis 

Second Vice-president: Dr. G. H. Leudtke, 
Fairmont 

1923 

President: Dr. F. P. Strathern, St. Peter 

First Vice-president: Dr. C. J. Holman, Man- 
kato 

Second Vice-president : 
son, Albert Lea 


Dr. Andrew Gullix- 


1924 
President: Dr. H. W. Meyerding, Rochester 
First Vice-president: Dr. F. R. Huxley, Fari- 
bault 
Second Vice-president : 
Mankato. 


At the eighth annual meeting, held in Owatonna 
in 1899, John B. Murphy addressed the society, 
speaking on “Abdominal surgery and diagnosis.” 
Dr. Murphy emphasized an important point 
which we should bear in mind, that the respon- 
sibility of early diagnosis shall be placed on the 
general practitioner, who sees the patient early, 
rather than on the surgeon, who is called late, 
often too late. Dr. Murphy discussed Dr. 
Charles H. Mayo’s paper, “Some varieties of 


Dr. J. S. Holbrook, 
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aneurysms,” and Dr. W. J. Mayo’s paper, “Gall- 
stones.” 

As the association gradually became known 
beyond the borders of the state its membership 
included many of the best physicians in the 
States, and they frequently attended meetings, 
taking part in the discussions. Among these 
early visitors may be mentioned Ochsner of Chi- 
cago and Haggard of Nashville. 

In 1911 the Minnesota Valley Medical Asso- 
ciation and the Southern Minnesota Medical As- 
sociation appointed a joint committee to arrange 
amalgamation and the present organization was 
formed ; thus an infant society was born already 
endowed with power and destined to surpass any 
dream of its organizers. This society continued 
to grow, held biannual meetings, usually of two 
days’ duration, and under the enthusiastic and 
untiring guidance of Dr. A. F. Schmidt, acting 
as chairman of the program committee and later 
Secretary-General, it became nationally known. 
The large attendance by physicians from near 
and distant states made the meetings almost top- 
heavy, and it became necessary to hold them 
only in the larger cities of this section of the 
state. With an ever-increasing membership the 
early enthusiastic support continued to be given 
to the society. The dues were increased from 
fifty cents to five dollars. To continue with two 
meetings a year of two days each with increasing 
membership would mean the loss of our sectional 
character ; to become part of larger organizations 
interstate in character was also out of keeping 
with our ideals of a strong active society acting 
as a source of knowledge and inspiration to the 
profession of the southern counties of Minnesota. 
Therefore, in December, 1923, it was decided by 
the officers to restrict the meetings to one a year 
and to one day in duration, to reduce the dues to 
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three dollars and to hold meetings at such a time 
as would not interfere with the State Society. 

This in brief is an outline of the foundation 
and growth of the Southern Minnesota Medical 
Association. What of its future? It would be 
a grave mistake to permit the society to lapse. 
It has been the means of bringing the recent ad- 
vances of science and the art of medicine to the 
medical profession and to the citizens of south- 
ern Minnesota. Indeed, it has been a postgrad- 
uate school to the busy practitioners who have 
been unable to attend larger meetings at more 
distant points. 

I believe we have acted wisely by having such 
meetings as this one tonight open to the public. 
Certainly it is only through the confidence and 
the trust of the public that we may look forward 
to codperation when much-needed changes in our 
statutes are sought. The modern physician has 
no need of secret methods, for, by laying his 
knowledge before the public, he eliminates a 
great deal of misunderstanding. Every citizen 
has a right to a clear exposition of modern 
medicine and of the ideals and aims of the med- 
ical profession. When this has been accom- 
plished, quackery and cultism will have much to 
explain. 

I believe that the holding of two meetings a 
year, of one day each, beginning at nine in the 
morning and closing with a banquet at six, will 
permit the diffusion of the latest advances in 
medicine and surgery. Thus physicians would 
be away from home only a short time, and the 
meetings might be held in smaller towns. In 
this manner the Southern Minnesota Medical As- 
sociation might continue as in the past to be a 
source of stimulation and encouragement to the 
physician, and of enlightenment for the people 
of these counties. 





PHOSPHATES AND FATIGUE 

During the World War, astounding reports were 
circulated regarding the promotion of muscular ac- 
tivity and the prevention of fatigue in both man 
and animals through the administration of sodium 
phosphate. It was attempted, during the war, to 
increase the muscular efficiency of the German sol- 
dier by the oral administration of acid sodium phos- 
phate in sublaxative doses with alleged favorable 
results. Experiments conducted by the U. S. Pub- 
lic Health Service indicate that the ingestion of acid 


sodium phosphate does not increase muscular effi- 
ciency, but that there is a feeling of well-being ex- 
perienced by many who ingest the salt. This prob- 
ably depends on its stimulating action on the in- 
testinal tract, and is due in part to increased elimi- 
nation of alimentary waste. Acid sodium phosphate 
(sodium biphosphate) is more pleasant to take than 
other saline laxatives and is positive in its effects; 
those subjects who were constipated felt the bene- 
ficial effects of this laxative. (Jour. A. M. A., Nov. 
6, 1926, p. 1562.) 
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POST-PNEUMONIC ATELECTASIS* 





T. A. Pepparp, M.D. 
Minneapolis 


Communications concerning co-called massive 
collapse of the lung, recently have been appear- 
ing with increasing frequency. Review of x-ray 
records in clinics where routine roentgeno- 
ological examinations of the chest have been 
made, reveals not a few instances of this condi- 
tion hitherto concealed behind the diagnosis of 
pneumonia, or pleural effusion. This has been 
our experience at the Minneapolis General Hos- 
pital where we have had the opportunity of ob- 
serving several cases during the past year. 

Massive collapse of the lung was defined by 
W. Pasteur’ as “total deflation of a large 
area of lung tissue, of sudden onset, in the 
absence of any sign of obstruction of the 
air way or of any known cause of compression, 
due to failure of inspiratory power and attended 
by definite physical signs and symptoms.” The 
term massive collapse was considered to set the 
condition apart as a special type of atelectasis. 
Although designed to more clearly convey the 
idea expressed in the above definition, the proper 
conception often seems quite difficult to attain, 
because of inattention to the several details. 
Also that this particular definition is faulty is 
brought out on considering the arguments set 
forth in several more recent papers. 

Atelectasis is understood to mean the return 
of lung alveoli, once expanded, to a retracted 
airless state. It may be met with in stillborn 
children or in newborn or somewhat older in- 
fants. It may arise in adults through any in- 
trinsic or extrinsic interference with the respira- 
tory function. 

Hewitt? in 1879 describes a patchy collapse 
occurring in the course of inflammatory lung 
conditions in children. He considers the term 
apneumatosis, first employed by Fuchs* in 1849, 
as the most appropriate to express the condition 
present without involving any theory as to its 
cause or mode of origin. 

Pearson-Irvine* in 1876 describes a case of 
diphtheritic paralysis of the muscles of the upper 
part of the thorax in which there was collapse 
of both apices. There was no displacement of 





*Read before the annual acting of the Northern Minnesota 
Medical Association, Crookston, August 9 and 10, 1926. 


the mediastinal contents. He comments on some 
possible effect of improper functioning of the 
bronchial muscles as aiding in producing the col- 
lapse. 

Dixon and Brodie® in 1903 were able experi- 
mentally to produce either collapse or over-dis- 
tension of the lung, by varying the force of in- 
flation and the time allowed for deflation when 
the bronchioles were contracted. In the dog and 
rabbit bronchiolar constriction followed stimu- 
lation of the vagus. Reflex bronchiolar constric- 
tion was best obtained by stimulating the nasal 
mucous membrane. They state also that ether 
or chloroform anesthesia abolishes the effect of 
the vagus on the bronchioles. Briscoe*® stimu- 
lated the phrenic nerve and obtained patchy areas 
of collapse in either lung. 

Pasteur first observed lung collapse in certain 
cases of diphtheritic paralysis and later turned 
his attention to the condition as it occurred in 
patients after undergoing abdominal operations. 
His theory as to the cause of occurrence was 
that the muscles of respiration failed to func- 
tion and the portion of lung adjacent to the in- 
volved area then emptied itself of air. He con- 
sidered that the process is quite distinct from 
that of air absorption from an area of lung with 
occluded air-way. 

Bradford’s’ cases occurred as a result of gun- 
shot wounds, especially those of the chest, al- 
though they did not necessarily penetrate the 
chest wall. The phenomenon of contralateral 
collapse is commented upon and illustrated. Two 
casts of lobar pneumonia supervening as a com- 
plication of massive collapse were seen, the 
pneumonia being limited to the collapsed lobe. 
Further, two typical cases were observed in un- 
wounded men where the condition occurred as a 
sequel to ordinary pneumonia and where it 
cleared up completely and rapidly. Bradford 
also believed the cause to be primarily that of 
interference with muscles of respiration and 
cites his reasons for believing it not to be due 
to obstruction. 

Wallgren® in 1923 found a shifting of the heart 
to the involved side in eight cases of pneumonia 
in children. All recovered. 

Two of Gwyn’s® cases occurred in patients suf- 
fering from lobar pneumonia and a third with 
an acute infection of the respiratory tract, pos- 
sibly also a pneumonia. All had marked shift- 
ing of the mediastinum toward the involved side. 
Apparently the collapse supervened in one case 
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on the nineteenth day, in one on the fourth day 
and a “few” days (number not specified) in the 
third. All three of these cases recovered. 

Elwyn’® believes that various sized areas of 
atelectasis are present quite frequently after op- 
erations and that those areas predispose to the 
development of pneumonia. 

Elliot and Dingley*? (1914) reported eleven 
cases of post-operative collapse and differed with 
Pasteur’s opinion concerning the mechanism. 
They believe obstruction of the bronchioles with 
viscid secretion with subsequent absorption of 
the retained air to be the cause. 

Scrimger’? (1921) favors obstruction as the 
cause and reports seven post-operative cases. 

Hirschboeck** (1922) reported three post-op- 
erative cases, with necropsy findings in one in 
which both lower lobes were collapsed. He be- 
lieves that limitation of motion favors collection 
of mucus in the small bronchioles. Either ob- 
struction or limitation of motion may predom- 
inate in the individual case. Lee** also believes 
that these two factors combine as a cause. 

Churchill*® in a rather complete paper entitled 
“Pulmonary atelectasis with especial reference to 
massive collapse of the lung” states that post- 
operative massive collapse should be considered 
only a special manifestation of atelectasis, a con- 
dition commonly found in a number of other 
clinical states. He too believes that bronchial 
obstruction and weakened respiratory force com- 
bine as causative factors. 

Jackson and Lee*™* concur in their considera- 
tion of these same two etiologic factors. In 
Jackson’s clinic removal of the plugs of secretion 
by means of the bronchoscope has benefited their 
patients. They state, however, that obstructive 
atelectasis due to complete obstruction of a 
bronchus does not always immediately disap- 
pear after removal of the obstruction. 

Scott’? comments on the relative frequency of 
the post-operative massive atelectasis. Reflex 
blocking of the finer air passages, possibly of 
casomotor origin, is considered by him to be the 
mechanism of production. 

Norris and Landis** mention collapse of the 
lung as a complication of bronchitis and broncho- 
pneumonia and state that its presence is to be 
inferred largely by an increase in the severity of 
symptoms. 

Rigler’® has reported a number of post-opera- 
tive cases occurring at the Minneapolis General 
Hospital. 


SYMPTOMS 

The symptoms may vary in severity and, 
though it probably is true that some cases are 
symptomless, I have recognized no such instance. 
As a rule some apparent urgency attends the 
sudden development of the most frequent 
dyspnea and cyanosis. The patient may com- 
plain of pain and nearly always has some cough; 
a little later there is some expectoration, some- 
times rather profuse, mucoid or mucopurulent in 
character, seldom bloody unless associated with 
pneumonia. 

PHYSICAL SIGNS 

The physical signs of atelectasis occurring as 
a post-operative complication are generally as 
follows. The affected side shows a flattening and 
limitation of motion. Early the tactile fremitus 
and the breath tones may be diminished or ab- 
sent but after a period of a few hours (probably 
6 to 12) a change may be noted and after this 
time there is increased fremitus and frank tubu- 
lar breathing over the involved area. The voice 
tones are transmitted with increased intensity. 
The area yields a dull note on percussion. The 
usual variations in quality and pitch of the per- 
cussion and auscultation phenomena as in pneu- 
monic consolidation may obtain. Rales are usual- 
ly not heard during the early part of the in- 
volvement. Later, however, various sized and 
pitched moist rales are audible. Whenever for 
any reason the volume of the thoracic content 
is lessened, the effects observed are (1) deforma- 
tion of the bony thorax through narrowing of the 
intercostal spaces; (2) elevation of the dia- 
phragm ; and (3) displacement of the mediastinal 
contents. Any one, two or all three of these 
phenomena may result from the lung collapse 
and it is the displacement of the heart toward 
the affected side that is the most characteristic 
and suggestive finding. The displacement of the 
heart may be extreme and the apex may be dis- 
placed slightly upward as well as laterally. 

COURSE 

As a rule the urgency of the complication is 
short in duration and the patient may after a 
few hours rest entirely comfortably although 
the signs are unchanged. The heart returns 
rather slowly as a rule to its normal position 
accompanied by clearing of the physical and 
roentgenological signs. In the pneumonia cases 
it is the shifting of the heart and mediastinum 
that is the most striking feature for the other 
signs may be of no distinctive value. 
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Elevation of temperature, increased pulse rate 
and increased respiratory rates are constant ac- 
companiments, as is also a moderate increase 
in the leukocyte count. 

Although the incidence of massive atelectasis 
is greater in post-operative states than eleswhere, 
our experience would indicate that it no doubt 





Fig. 1. Case 2. C.J. June 25, 1925. Pneumonia about the 
fourth day; involvement of the right upper and middle lobes. 
Note the position of the heart. 


occurs as a complication of infection of the 
respiratory tract. The reports of Wallgren, 
Bradford, Norris and Landis, and Gwyn con- 
firm this. The diagnosis may be made, as in our 
first and fourth cases, entirely upon the symp- 
toms, signs and course. However, the roentgen- 
ological examination yields valued aid and grate- 
ful confirmation. 
CONCLUSIONS 

(1) Massive collapse of the lung is consid- 
ered but a special form of atelectasis and might 
more properly be termed acute massive atelec- 
tasis. 

(2) The earlier conception that massive ate- 
lectasis was due to immobility and retraction of 
the chest wall and diaphragm has been modified 
by the addition of the factor of bronchial ob- 
struction. 

(3) Massive atelectasis occurs as a compli- 
cation of pneumonia. 
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Four cases are presented to illustrate this re- 
lationship. 

Case 1.—A girl, aged 14, entered the Shriners Hos- 
pital For Crippled Children, Minneapolis, March 4, 
1925, suffering from an infantile paralysis involving 
the trunk and lower extremities with deformity of 
spine and chest. She had had pneumonia at the age of 
nine months. Infantile paralysis at the age of nine 
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Fig. 2. Case 2. C. J. July 1, 1925. Immediately follow- 
ing onset of acute symptoms. The heart is displaced toward 
the affected side. 


years had left the patient with a marked scoliosis to 
the right in the upper dorsal region. The patient was 
seen March 24, 1924, following an acute onset twenty- 
four hours before, with nausea, vomiting, chills and 
fever, headache and cough. The chest was markedly de- 
formed because of the scoliosis. The muscles of respi- 
ration were partially inactive. The right thoracic wall 
was retracted with inspiration and the percussion note 
was hyperresonant over the right chest anteriorly. 
Breath sounds were harsh and bronchovesicular in 
character. Posteriorly there was a dullness over the 
right lower lobe with bronchial breathing, increased 
transmission of voice tones and a few fine rales over 
this area. 

On March 25th, the physical findings persisted. The 
heart was not displaced. The leukocyte count was 
16,000, 80 per cent p.m.ns. Urinary chlorides were 
diminished. Pnemococci, type 1, were found in the 
sputum. The blood culture was negative. 

On March 26th, a friction rub was heard over the 
lower right chest and after a period of six days there 
was evidence of the process undergoing resolution. On 
April 2nd, ten days after the onset of the acute ill- 
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ness, her temperature was reported increased. The 
patient was breathing with increased rapidity, coughing 
and obviously not as well as she had been. On ex- 
amination the right chest was found to be dull over 
its entire extent anteriorly and definite tubular breath- 
ing was heard over the area of the upper lobe. There 
was bronchial breathing and increased transmission of 
spoken voice sounds. The temperature which had been 
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Fig. 3. Case 2. C. J. Plate taken after some months 
showing the normal heart position in this patient. 


between 99-100 was increased to 100.6. The urinary 
chlorides, at first greatly diminished, had returned to 
normal with her improved condition and were now not 
changed with this new involvement. The leukocyte 
count again increased to 15,000, 21,000 and 22,000. In 
spite of the fever, the increased respiratory rate and 
leukocytosis, she did not appear to be as ill as a pa- 
tient who is having such an extension of pneumonia. 
In addition to the above noted physical signs it was 
observed that the interspaces over the right upper chest 
were markedly retracted and that the heart was dis- 
placed a distance of about 2.5 cm. toward the involved 
area. These findings remained rather marked for a 
five-day period, when they gradually subsided, and the 
heart gradually resumed its normal position in the 
chest. 

Case 2—C. J., a laborer, aged 52, entered the Min- 
neapolis General Hospital June 24, 1925. He had had 
an attack of pneumonia in 1887 and again in 1898 and 
another acute infection of the respiratory tract in 1902. 
For three weeks prior to admission the patient had had 
some chest pain, cough, expectoration, fever, sweating 
and general weakness. Three or four days before en- 
tering the hospital the sputum, which had previously 
been clear, had become blood tinged and he had mod- 
erate dyspnea. 





Examination showed evidence of weight loss, the 
skin flushed but without marked cyanosis. Examina- 
tion of the chest showed the size and position of the 
heart to be normal. Movement of the right chest was 
greatly diminished. There was an increased tactile 
fremitus and the impaired percussion note over the en- 
tire right chest anteriorly and posteriorly, the breath 
tones being bronchial in character in the right chest 








Fig. 4. Case 3. M. F. 
right upper lobe. 


May 5, 1925. Pneumonia in the 


anteriorly and posteriorly above the level of the fourth 
thoracic spine. Over the remainder of the right chest 
behind, the breath tones were diminished in intensity. 
There was increased transmission of the spoken voice 
over the area of involvement. There were many fine 
and medium coarse moist rales over the entire right 
chest. The patient’s temperature ran not higher than 
101.6 until the fourth hospital day, when it reached 
102.6 and remained at this height for 36 hours. The 
pulse rate varied from 100 to 120 and, coincident with 
the rise in temperature, increased to 130. The leukocyte 
count on admission was 8,000 with 78 per cent p.m.ns. 

On June 28th, his fourth hospital day, he complained 
of some pain in his chest, he was apparently much 
weaker and his lips were very cyanosed. He was 
raising a considerable quantity of blood stained sputum. 
On his fifth hospital day his condition was not at all 
improved. The sputum was increased in amount. On 
the sixth day his condition was still serious. On July 
2nd, the eighth hospital day, the leukocyte count was 
increased to 21,000. The patient was very ill, cyanotic 
and irrational at times. 

An #-ray plate taken on the day of admission showed 
a dense shadow involving the entire right lung field, 
somewhat more clear at the apex, in the medial por- 
tion and just above the consolidation. In this plate the 
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heart is seen to occupy approximately a normal posi- 
tion. On July Ist, because of the patient’s changed 
physical signs, namely a note of impaired tympany over 
the right chest anteriorly and also because the heart 
borders could not now be determined, a second plate 
was taken and this showed the consolidation as before 
with the exception that the interspaces were nar- 
rowed on the right side and that the heart and 
trachea were displaced very markedly to the right. 
There then seemed to be two distinct processes, the one 
an infectious consolidating process and the other a 
collapse, or atelectasis, bringing about a mediastinal 
displacement. 

Subsequent plates taken at intervals during the months 
of July and August showed the heart gradually assum- 
ing its normal position in the chest and the lungs be- 
coming more and more air bearing. There remained 
for some time an area of density in the upper portion 
of the right lung field but this on subsequent examina- 
tions gradually became less and less dense. The pa- 
tient had fever for a period of approximately four 
weeks, after which time his temperature remained nor- 
mal up to the time of his discharge from the hospital 
on the 29th of August. 

Case 3—M. F., housewife, aged 60, was admitted to 
the Minneapolis General Hospital May 5, 1925. Her 
previous history was‘of no importance. The weck 
before admission she had some infection of the face 
which was diagnosed as erysipelas. She had a fever 
and was confined to her bed. The day before her 
admission she complained of some pain in her epigas- 
trium and the physician discovered some physical signs 
in the right chest and referred her to the hospital. 

On examination she was found to have some dyspnea 
and the chest showed limited movement on the right 
side. There was increased tactile fremitus over the 
right upper lobe anteriorly and posteriorly. The per- 
cussion note was dull over this area and the breath 
tones were bronchial in character and there was in- 
creased transmission of spoken voice. Elsewhere in 
the chest there was normal resonance and vesicular 
breath tones. The size, shape and position of the heart 
were entirely normal. The temperature varied between 
101 and 103, the pulse rate from 100 to 120 and the res- 
piration was 30. The leukocyte count on admission 
was 12,000; later this increased to 30,000 with 90 per 
cent p.m.ns. The blood culture showed no growth. 

An x-ray plate on the day of admission showed a 
dense shadow involving the right upper lobe extending 
down to the third rib. The process appeared to be 
confined to the right upper lobe. A diffuse haziness 
of the right and left lung bases suggested possibly 
a beginning pneumonia. 

On May 6th (the second hospital day) the consolida- 
tion which was present in the right upper lobe had ap- 
parently extended through the entire lung field. At 
this time on physical and x-ray examination the heart 
previously in normal position, was found displaced far 
to the right. This change is illustrated in Figure 5. 
The right diaphragm was higher than before. The 
less dense shadow noted in the left lower lobe remains 
as before. 

On May 11th (the sixth hospital day) the shadow 
at the right base had decreased a great deal in density, 





POST-PNEUMONIC ATELECTASIS 









9 


that in the upper lung field being still very dense. 
There was then a large shadow extending out from 
the left hilus toward the periphery. On May 13th, the 
process had extended so that the whole left lung was 
involved. During the first five or six days the pa- 
tient’s general condition was fair; but on the eighth 
hospital day she became very much worse with increas- 
ing cyanosis, increase in the pulse and respiration and 
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Fig. Case 3. M. F. May 6, 1925. Day following 
admission. Plate taken twenty-four hours after that shown 
in Fig. 4. Extension of pneumonia and collapse, illustrating 


mediastinal displacement toward affected side and diaphragm 
displaced upward. 


decrease in temperature. She died on May 14th, after 
an observation period of nine days. No autopsy was 
secured. 

Case 4.—F. S., aged 13, had had, over a period of 
years, numerous attacks of infections of the respiratory 
tract and also numerous attacks of dyspnea occurring 
from time to time. The patient had no pulmonary tu- 
berculosis. 

On February 26, 1926, the patient was seen at his 
home, complaining of cough and expectoration. There 
were no important physical signs in the chest. 

On February 27th, he developed a fever of 100 and 
this day complained of pain in his chest, cough and 
some difficulty in breathing. He was seen by an assist- 
ant, who reported that the heart was well over in the 
right hemi-thorax. 

On February 28th, I examined the patient and found 
the heart, which had previously been determined by 
x-ray and physical examination to be in normal posi- 
tion, greatly displaced into the right chest. The dia- 
phragm stood high and performed a very limited ex- 
cursion. Over the area of the right upper lobe, the 


percussion note was dull and over this area of dullness 
there were hard outspoken bronchial breath tones. 
The trachea was displaced to the right. 


The lower 
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and middle lobes were uninvolved. Diagnosis: 
broncho-pneumonia and massive collapse of the right 
upper lobe. The patient’s temperature became normal 
after three days. The mediastinal contents gradually 
assumed their normal position and recovery was un- 
eventful. 
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SCARLET FEVER TOXIN 


Nicolle, Conseil and Durand, in Tunis, have re- 
cently described the development of scarlet fever 
in a person inoculated with the fourth subculture of 
a streptococcus isolated from the throat of a scarlet 
fever patient. This work is regarded by the in- 
vestigators as confirmatory of the discovery by the 
Dicks that a specific streptococcus is the cause of 
scarlet fever. It emphasizes also the value of the 


later report of the Dicks of the intradermal injec- - 


tion of streptococcus toxin, the “Dick Test,” as a 
means of determining susceptibility to scarlet fever. 
(Jour. A. M. A., Nov. 20, 1926, p. 1746.) 
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THE VALUE OF BRONCHOSCOPIC EX- 
AMINATIONS TO THE INTERNIST 
AND THE SURGEON* 
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During the year 1925, 105 patients examined 
in the Mayo Clinic required bronchoscopic ex- 
amination. In all, 122 such examinations were 
made, and foreign bodies were found in seven 
instances. Six of these cases presented no par- 
ticular points of interest and will not be included 
in the limitations of this paper. One has been 
included because of special interest in connection 
with the diagnosis. These examinations were de- 
cided on for four reasons: (1) to allow for 
greater precision in diagnosis; (2) to establish 
the surgical indications; (3) to allow for direct 
local treatment, and (4) to clarify clinical im- 
pressions as to the cause of certain familiar 
symptoms in diseases affecting the lungs and 
bronchi. 

Bronchoscopic examination can be made with- 
out any distressing symptoms and even when 
patients are very ill. The average examination 
requires not more than five minutes and can be 
made easily under local anesthesia. The larynx, 
pharynx and bifurcation of the trachea are an- 
esthetized with a 20 per cent solution of cocain. 
In none of our cases was general anesthesia used. 
Except in the case of a very sick patient, pre- 
operative preparation and postoperative treat- 
ment are entirely unnecessary and admission ‘to 
the hospital is not usually required. The patient 
is instructed to abstain from food or drink on 
the morning of the examination and, in cases of 
bronchiectasis, it is suggested that the bronchi be 
emptied by postural drainage before bronchos- 
copy. There is no postoperative reaction. 

The proximally illuminated bronchoscope of 
the Bruning type is preferable to the distally 
lighted tube, as the light is reflected farther into 
the bronchi and a more complete examination can 
be made in a shorter time. 


*From the Division of Medicine and the Division of Surgery, 

ayo Clinic, Rochester, Minnesota. Read before the Canadian 
Medical Association, Victoria, British Columbia, June 21 to 25, 
1926. Also read before the Northern Minnesota Medical Asso- 
ciation, Crookston, August, 1926. 3 
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Ninety-nine patients under consideration have 
been grouped in four divisions, and illustrative 
cases have been chosen to represent not only each 
major division, but also the several subdivisions 
into which it may be divided: 
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Fig. 1. Sronchiectasis of the left lung with negative x-ray 
findings. 


I. Suppurative disease 

1. Unilateral bronchiectasis with hemor- 
rhage ; no physical findings 

2. Bilateral bronchiectasis with purulent ob- 
struction; physical findings of stenosis 

3. Unilateral bronchiectasis; site undeter- 
mined by physical examination 

4. Bilateral bronchiectasis ; physical findings 
on left side only 

5. Bilateral bronchiectasis with hemor- 
rhage; physical findings on right side 
only 

6. Inflammation of hilus; history of pul- 
monary abscess 

7. Unilateral bronchiectasis from aspiration 


of foreign body; simulation of tuber- 
culosis 


8. Bronchial suppuration after aspiration of 
water 


II. Pulmonary calculus 





THE VALUE OF BRONCHOSCOPIC EXAMINATIONS 11 


III. Chronic infection 
1. Chronic ulcerative tuberculous bronchitis 
2. Stricture associated with pulmonary tu- 
berculosis 
3. Gumma of bronchus 


Fig. 2. Roentgen-ray findings after compression of the left 
lung following thoracoplasty. 


IV. Neoplasm 
1. Benign tumor 
2. Malignant tumor 
I. SUPPURATIVE DISEASE 
1. UNILATERAL BRONCHIECTASIS WITH HEMORRHAGE; 
NO PHYSICAL FINDINGS 

Illustrative case—A man, aged twenty-six, came to 
the clinic for examination July 20, 1925. For two 
years he had had occasional morning cough. Six 
months previously, he had coughed up a small clot of 
blood. Since then, he had coughed up blood-streaked 
sputum three or four times a week. Hard work would 
bring on bleeding, and several times in the two weeks 
previous to examination he had coughed up 30 c.c. or 
more of blood at a time. Morning cough productive 
of small amounts of sputum was habitual. He com- 
plained of a dull pain in the anterior left lower por- 
tion of the chest, increased on deep breathing. He 
tired easily and had lost 5 or 6 pounds in weight, al- 
though the course remained afebrile throughout. The 
roentgenologic and physical examinations of the chest 
were negative (Fig. 1). Examination of the sputum 
was negative for bacilli of tuberculosis and for elastic 
tissue. 

A bronchoscopic examination was made soon after 
an active hemorrhage, and there was bloody mucus in 
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the trachea, extending into the lower lobe of the left 
lung, whose lower bronchi were seen to be dilated. No 
definite pus was seen but the lesion was identified as 
bronchiectasis. Since no evidence of disease could be 
found in the right lung, compression of the left lung 
by thoracoplasty seemed advisable (Fig. 2). 

The final diagnosis was unilateral left bronchiectasis 
with hemorrhage; the primary diagnosis was probable 
bronchiectasis; the physical findings were negative. 


Comment.—The characteristic feature of the 
cases in this subdivision is the fact that hemor- 
rhage is very common. Moreover, hemorrhage 
may be the only clinical evidence that the lungs 
are definitely affected. Bleeding is influenced by 
exertion and may appear for months or even a 
year before clinical signs become apparent. These 
cases illustrate most forcibly how much more 
common bronchiectasis is than our former teach- 
ing has led us to believe, and that it may be 
present even though all other means except the 
bronchoscopic examination fail to disclose it. 
Hemorrhage is more common in bronchiectasis 
than in any other disease of the lung. In the 
case described, no definite pus was located, but 
by means of the bronchoscope a diagnosis was 
possible because of the visual evidence of dilated, 
stiffened bronchi, whose movements during in- 
spiration and expiration were limited. 


2. BILATERAL BRONCHIECTASIS WITH PURULENT OBSTRUC- 


TION; PHYSICAL FINDINGS OF STENOSIS 


Illustrative case—A woman, aged sixty-three, came 
to the clinic for examination October 9, 1925. She had 
had pneumonia thirty-five years previously and fre- 
quent pleuritic pains in the chest, particularly on the 
left side. There had been a recurring cough for thirty 
years and twenty-five years before admission she began 
bringing up thick, purulent, blood-stained sputum. 
Blood had been expectorated frequently during her 
illness. There was never any large amount of sputum 
or blood. The cough had increased in the previous 
three years and during the last year the patient was 
very weak and unable to work. For two or three 
years she had had chills and fever, as high as 102 or 
103°, about every six weeks. Because of malaise, fever, 
cough, purulent sputum and hemoptysis, she had been 
treated for tuberculosis. There had been a loss of 30 
pounds in twenty years, but her weight had been sta- 
tionary for the two years previous to the examination. 

Examination revealed limited but fairly equal ex- 
pansion of the chest, and the note was hyperresonant 
throughout, with diminution of breath sounds over the 
left side and absence of such sounds over the left lower 
lobe. There were coarse moist rales throughout the 
areas of audible sounds. Roentgenologic examination 


of the chest showed pleuritic adhesions at both the 
right and the left diaphragms and rather marked 


bronchial thickening in both lower lobes, suggestive of 
bronchiectasis. 


Bronchoscopic examination showed the trachea and 
brorichi to be covered with a large amount of very 
thick pus. The secretion was aspirated from the 
bronchi, after which the breath sounds were audible 
over the left lower lobe. The patient’s frailty and 
consequent inability to free the bronchi of the thick 
tenacious sputum had produced bronchial obstruction, as 
evidenced by physical signs. The absorption of re- 
tained secretion, and bronchopneumonia, produced by 
reinfection and aspiration, had caused the acute ill- 
nesses referred to in the history. One month later, the 
patient was reported to be markedly improved follow- 
ing the bronchoscopic aspiration of secretions. 


The final diagnosis was bilateral bronchiectasis, and 
obstruction of the left bronchus by heavy pus. The 
primary diagnosis was probable bilateral bronchiectasis 
with indeterminate obstruction of the left bronchus. 


Comment.—lIn this case it would seem that the 
progressive asthenia had exaggerated a stagna- 
tion of secretion within the bronchi to such an 
extent that air could no longer enter the ob- 
structed side. Such a cause for bronchial ob- 
struction is not at all uncommon and may be a 
temporary finding in large numbers of cases of 
typical bronchiectatic disease. The more robust 
patients, not having lost their ability to clear the 
lungs of obstruction, may, by various expedients 
such as gravity, free themselves of the obstruc- 
tion. 


It follows, then, that patients who apparently 
have no air entering one of the lower lobes, may, 
within a few minutes following cough, have clas- 
sical signs of chronic pulmonary disease and on 
many occasions the evidence of multiple cavita- 
tion. The type of sputum, again, may change 
from time to time as in the case described, in 
which for many years the sputum had been puru- 
lent and blood-stained, even though it had never 
been profuse or malodorous. With the onset of 
extreme asthenia, the cough became persistent, 
ineffectual, irritating, and nonproductive. The 
bronchoscopic examination revealed the presence 
of thick, tenacious mucus blocking the left 
bronchus ; this explained exactly the mechanism 
that had produced the signs found on physical 
examination. Sputum of this character is, again, 
not unusual in early cases of bronchiectasis, sec- 
ondary to sinus disease. In these instances, the 
bronchoscopic examination shows evidence of a 
thick secretion that may be described as muco- 
purulent or purulent with tenacious flecks cover- 
ing the mucosa of the bronchi. 
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4. UNILATERAL BRONCHIECTASIS; SITE UNDETERMINED BY 
PHYSICAL EXAMINATION 


Illustrative case—A woman, aged thirty-nine, came 
to the clinic July 28, 1925. She had been well until 
three years previously, when she had had pneumonia; 
she was in bed for eleven weeks and had brick-dust, 
tenacious sputum. She had had a cough ever since, 
especially in spells, and foul breath. The cough was 
productive of greenish sputum often mixed with blood. 
In February and July, 1925, there had been definite 
pulmonary hemorrhages, preceded by a feeling of chilli- 
ness, and fever of 102°. Before the hemorrhages, 
there had been generalized aching pains. Following the 
bleeding, the temperature returned to normal for a 
week, when it rose and remained stationary at 99.3°. 
There had been no loss of weight. 

Physical examination of the chest was negative. The 
roentgenogram of the chest showed a healed lesion, 
suggestive of tuberculosis, in the upper lobe of the 
right lung. The sputum was negative for bacilli of tu- 
berculosis. The leukocytes numbered 7,500. 

Bronchoscopy showed evidence of bronchiectasis of 
the lower lobe of the left lung. 

The final diagnosis was unilateral bronchiectasis, left 
lower lobe. The primary diagnosis was bronchiectasis. 

Comment.—The surgical indications are de- 
pendent on the extent of the disease and the dis- 
ability of the patient. 


4, BILATERAL BRONCHIECTASIS; PHYSICAL FINDINGS ON 
LEFT SIDE ONLY 


Illustrative case—A woman, aged twenty-two, came 
to the clinic August 24, 1925. She had had influenza 
five years previously and since that time had had a 
chronic productive cough. Changes of position caused 
her to have violent paroxysms of coughing productive 
of foul-smelling pus. She had had numerous nasal 
operations without relief. 

Examination of the chest was negative save for a 
few musical rales over the lower lobe of the left lung. 
Roentgenograms of the chest showed characteristic 
markings of bronchiectasis of the lower lobe of the left 
lung. The sputum was negative for bacilli of tu- 
berculosis. 

The bronchoscopic examination revealed large 
amounts of purulent secretion from the bronchi on both 
sides. Postural drainage was advised. 

The final diagnosis was bilateral bronchiectasis. The 
primary diagnosis was bronchiectasis of the left lower 
lobe. 

Comment.—This case history records the com- 
mon symptoms and signs that have been accepted 
as diagnostic of bronchiectasis. This type is 
of particular importance, however, because with- 
out the bronchoscope the surgical indications are 
not at all clear. Knowing that the disease is 
bilateral, the surgeon is much less inclined to 
perform a tedious and multiple-stage operation, 
and would not do so unless one side were much 
more diseased than the other and the condition 
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such that the patient could no longer take his 
place in society. 

Influenza is a common precursor of bronchiec- 
tasis, probably because of the damaging intrinsic 
effect on the bronchial wall. Six months or a 
year following each epidemic of influenza, large 
numbers of patients have been seen with 
bronchiectasis. It is as important an etiologic 
factor as whooping cough or measles is in child- 
hood, or sinusitis in later years. 


5. BILATERAL BRONCHIECTASIS WITH HEMORRHAGE ; 
PHYSICAL FINDINGS ON RIGHT SIDE ONLY 


Illustrative case—A woman, aged fifty-five, came to 
the clinic June 17, 1925. She had had an infected 
tooth extracted and an operation performed on her 
upper jaw four years previously. Two days later she 
experienced a mild illness diagnosed as influenza, char- 
acterized by fever, headache, and general lassitude, and 
was in bed for one day. Two weeks later there were 
several profuse pulmonary hemorrhages. Following 
this, there was a slight cough with a small amount of 
green sputum. In July, 1923, there was a little bloody 
sputum, and in December several severe hemorrhages, 
more than 1,000 c.c. of blood being lost in one night. 
In May, 1924, and again in February, 1925, other hemor- 
rhages had occurred. 

Examination of the chest was negative save for a 
few moderately coarse rales over the middle lobe of the 
right lung. The sputum was negative for bacilli of tu- 
berculosis and the reentgenologic examination of the 
chest was negative. 

Bronchoscopic examination showed thick pus coming 
from the bronchus of the left upper lobe and from 
all bronchi on the right side. No operative treatment 
was instituted. 

The final diagnosis was bilateral bronchiectasis with 
hemorrhage. The primary diagnosis was probable 
inflammatory lesion in the middle lobe of the right 
lung. 

Comment.—This subdivision is included be- 
cause of the anatomic distribution of the disease. 
Bronchiectasis in association with tuberculosis of 
the upper lobe is not unusual and is frequently 
found in association with chronic phthisis. This 
particular group illustrates the fact that it may 
likewise be present in cases in which there is no 
demonstrable tuberculosis. Aside from these 
general considerations, however, it is an impor- 
tant group because it illustrates again that bron- 
chiectasis may be present when the sputum is 
not at all profuse and when the presence of 
hemorrhage is an outstanding symptom. 


6. INFLAMMATION OF HILUS; MISLEADING HISTORY OF 
PULMONARY ABSCESS 


Illustrative case—A woman, aged twenty-six, came 
to the clinic for examination September 3, 1925. In 
June, 1922, tonsillectomy and a septum operation had 
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been performed under general anesthesia; fourteen days 
later a severe cough appeared, which produced thick 
yellowish, odorless sputum. In October, she coughed 
up three mouthfuls of blood. She remained in bed for 
three months. Just previous to her admission, she 
had been short of breath and required three pillows 
under her head at night. 


MEDICINE 


Comment.—The history in this instance is the 
one that is commonly diagnostic of postoperative 
abscess of the lung. It illustrates how such in- 
completely drained abscesses, if persisting for a 
considerable time, cause fibrotic changes within 
the neighboring lung tissue with consequent 





Fig. 3. Photomicrograph of tissue removed which proved to 
be inflammatory. 


Examination of the chest revealed evidence of a 
thickened pleura at the right base with compensatory 
emphysema throughout both lungs. Roentgenologic ex- 
amination revealed thickened pleura at the right base. 
Examination of the sputum for bacilli of tuberculosis 
was negative. 

Bronchoscopic examination showed _ considerable 
blood in the trachea, and in the right bronchus at the 
bifurcation there was a granular mass which bled easily 
and appeared to be malignant, but on microscopic ex- 
amination of a specimen it proved to be inflammatory 
tissue only (Fig. 3). On two other occasions the 
bronchoscope failed to reveal any malignant change. 
Ten days after the last bronchoscopic examination, the 
patient succumbed to acute pulmonary edema. 


Necropsy revealed bronchiectasis in the lower lobe 
of the right lung and chronic inflammatory tissue 
around the bifurcation of the trachea with obstruction 
to both main bronchi (Fig. 4). There was evidence of 
tuberculous disease in the base of the left lung and 
marked edema and congestion of both lungs. 

The final diagnosis was inflammatory lesion of the 
hilus with right bronchial obstruction. The primary 
diagnosis was residual infection from lung abscess. 


Fig. 4. Gross specimen removed at necropsy showed marked 
infiltration with inflammatory tissue and obstruction of both 
main bronchi. 


bronchial dilatation, so that finally a metamor- 
phosis is effected, the abscess disappearing and 
bronchiectasis remaining. If the pathologic 
process resulting in abscess is essentially one of 
necrosis, then that producing bronchiectasis is es- 
sentially fibrotic. The case also illustrates the 
difficulty that is sometimes seen even during 
bronchoscopic examination in distinguishing be- 
tween an inflammatory lesion and one due to ma- 
lignant disease. The acute pulmonary edema that 
caused death in this case was the result of the 
very great narrowing of the main bronchi on both 
sides and of the great muscular effort required to 
ventilate the lung sufficiently. It is the only in- 
stance that we have seen in which, even when the 
gross pathologic changes were under observation, 
there was a question as to diagnosis. The hilus 
areas of both sides were included in a dense mass 
of fibrous tissue which by compression had al- 
most obliterated the lumen of the main bronchi. 
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7. UNILATERAL BRONCHIECTASIS 


FROM ASPIRATION OF 
FOREIGN BODY; SIMULATION OF TUBERCULOSIS 


Illustrative case—A woman, aged thirty-one, came to 
the clinic January 20, 1925, giving a history of an im- 
pacted wisdom tooth having been extracted under local 
anesthesia in April, 1923. During the operation she had 
felt something in her throat and attempted to direct 
the operator’s attention to it. She did not cough and 
as she felt well after the extraction she dismissed the 
observation from her attention. ‘There were no symp- 
toms of illness until April, 1924, when, following the 
uneventful extraction of another tooth, she expec- 
torated a little purulent material in the mornings, 
without cough. She thought the pus came from the 
toothsocket but the wound had healed completely. 
Roentgenograms of the sinuses were taken, with nega- 
tive results. Purulent material was present for four 
months and then disappeared, but later the patient com- 
plained of lassitude. In January, 1925, she contracted 
a “cold” with pleurisy on the right side, accompanied 
by fever. Sputum containing streaks of blood appeared 
once, completing a clinical picture suggestive of pul- 
monary tuberculosis and requiring treatment in bed. 
Because no improvement occurred, she was sent to 
Colorado for ten weeks, and while she was there the 
cough ceased, but fever, fatigue and rapid pulse per- 
sisted. She returned home and was in bed until July, 
1925, when she was permitted to be up for a month, 
but because of fever and increased density in the right 
lung, visible on roentgenographic examination, she was 
sent back to bed. She spat up a small amount of blood 
October 11. It was finally concluded that the diagnosis 
was unilateral bronchiectasis, and bronchoscopy was 
advised. 

Nothing definite was found on examination of the 
chest. At one examination crackling rales could be 
heard in a localized area in the right axilla. Roent- 
genograms showed a small area of consolidation in the 
right lower lobe and interlobar effusion. Further 
roentgenologic reports indicated some improvement; 
marked improvement; infiltration in the lower lobe of 
the right lung, probably old pneumonia; negative, and 
so forth. Examination of the sputum for bacilli of 
tuberculosis and elastic tissue was negative. 

Bronchoscopic examination revealed a small granu- 
loma on the mesial aspect of the right main bron- 
chus, almost at the bifurcation. A tiny tip protruded; 
the forceps were applied and a piece of bone was re- 
moved (Fig. 5). An uneventful convalescence fol- 
lowed. 

The final diagnosis was unsuspected foreign body in 
the bronchus. The primary diagnosis was bronchiec- 
tasis in the lower lobe of the right lung. 


Comment.—There were very many difficulties 
in arriving at a conclusion regarding the exact 
cause of the disability. As in many instances of 
chronic suppuration, the possibility of tubercu- 
losis as a causative factor was considered and 
finally disposed of because of the history of prog- 
ress and the reaction under treatment. The case 
illustrates the fact that a foreign body may re- 
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main in the lung for a long period before pro- 
ducing reaction indicative of its presence. We 
have seen an instance of a foreign body, a piece 
of wood 2.5 by 0.5 by 0.5 cm., remain in the 
lung for ten years before finally producing signs 
of its presence in the formation of an abscess. 
This particular foreign body was extracted when 
it became necessary to drain a pulmonary abscess 
through a surgical incision. The case presented 
here is also of very great interest from the stand- 
point of the roentgenologic localization of a le- 
sion in the neighborhood of the interlobar spu- 
tum. Roentgenograms had been made repeatedly 
and were outspokenly negative when they were 
taken in the ordinary anteroposterior direction. 
When, however, the patient was placed in the 
lordosis position and the chest skiagraphed, the 
area of involvement was easily seen and in a po- 
sition that exactly corresponded to the signs that 
were heard at the onset of the disease. The case 
illustrates also the fact that has been demon- 
strated on a number of occasions, that the re- 
moval of such a foreign body through the bron- 
choscope is followed by prompt cessation of 
symptoms and return to good health. 





Fig. 5. Tiny piece of bone removed from right bronchus st 
bronchoscopy. 


8. BRONCHIAL SUPPURATION 


WATER 


AFTER ASPIRATION OF 


Illustrative case—A woman, aged twenty-two, came 
to the clinic July 10, 1925. One month previously, 
while swimming, she had been held under the water. 
She strangled and aspirated water into her lungs. Two 
days after this she began to have paroxysms of non- 
productive cough, lasting from five to ten minutes and 
coming on every half hour. She felt weak and tired 
and the temperature rose to 100°. After a week she 
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went to bed, and three days later cough became pro- 
ductive of purulent sputum, amounting to from 60 to 
120 c.c. a day. The sputum had a foul odor but con- 
tained no blood. 

Examination of the chest showed evidence of mois- 
ture in both bases, more marked on the left side. 
Roentgenograms of the chest were negative, and no 
bacilli of tuberculosis were found in the sputum. 

Bronchoscopic examination showed the left bronchus 
filled with pus. There was no foreign body identified. 
The secretion was aspirated and ten days later a sec- 
ond aspiration was done, which was followed by 
prompt and complete recovery. 

The final diagnosis was left pulmonary suppuration 
following aspiration of water. The primary diagnosis 
was pulmonary infection with questionable foreign 
body. 


Comment.—This subdivision represents the 
acute cases of bronchiectasis, and the symptoms 
and findings are characteristic of those due to 
aspiration of fluids. It may be contrasted with 
subdivision 7. We have seen instances in which 
irritating fluids have been aspirated into the lung 
and in which the pathologic changes developed to 
the degree of damage done. Actual abscess of 
the lung may occur if the aspirated fluid is of a 
very irritant character and in one of these cases 
the pleura likewise became involved, so that em- 
pyema was a complicating factor. It is in this 
type of case that the treatment through the 
bronchoscope is of special value so that efficient 
drainage may be maintained before necrosis or 
fibrosis has time to produce chronic disease. 


II. PULMONARY CALCULUS 


Illustrative case—A man, aged forty-eight, came to 
the clinic April 30, 1925. For six months previous to 
May, 1923, he had felt tired and ached all over. In 
May, 1923, it is believed that an abscess of the lung 
ruptured, since he coughed up a large amount of 
bloody, purulent material. Following this sudden 
drainage, cough continued and several hemorrhages oc- 
curred, from a mouthful to 250 c.c. in amount. Many 
small calcified granules were also coughed up. His 
weight dropped from 196 to 150 pounds. June 20, 1924, 
in a coughing spell, he brought up a piece of chewed-up 
toothpick, although there was no history of previous 
aspiration. Following this, he continued to cough, but 
very little sputum was produced and there were no 
pulmonary stones. His condition at the time of ex- 
amination was fair only. There were occasional periods 
of fever and he had not been able to work since the 
onset of his illness. 

On examination of the chest, the right lung below 
the scapula posteriorly and in the right axilla was flat 
on percussion and showed poor transmission of breath 
sounds. There were no rales. The leukocytes num- 
bered 18,400. Roentgenologic examination of the chest 
showed tuberculosis of the right upper lobe with dense 


consolidation in the right lower lobe which was 
thought to indicate an abscess. Sigris of bronchiectasis 
were noted in the right middle lobe. The sputum con- 
tained no bacilli of tuberculosis. 

Bronchoscopic examination showed a marked amount 
of calcareous material in the posterior division of the 
bronchus to the right lower lobe. Six or eight large 
pieces were removed (Fig. 6). The bronchial lumen 
was markedly obstructed by this deposit and secretion 
considerably increased after the pulmonary stones were 
removed. 
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a. Calcified particles coughed out previous to bron- 


Fig. 6. 
b. Pieces of 


choscopy with duplicate of portion of toothpick. 
toothpick removed at bronchoscopy. 


During the twenty-four hours following removal of 
the foreign body, the secretions were greatly increased. 
Ten days later, another bronchoscopic examination was 
made and there was considerable secretion present, but 
no more concretions. The patient returned July 15, 
markedly improved. He had worked hard since his 
previous admission; his sputum and cough had grad- 
ually decreased in amount, and he had gained 10 
pounds. Another bronchoscopic examination revealed 
a considerable amount of purulent secretion from the 
bronchi on the right side, particularly those of the 
lower lobe. There was no evidence of stone formation 
at this examination. 

In a letter dated October 19, the patient stated that 
he had coughed up another stone September 28, 1925. 
His condition was excellent and he had made a further 
gain of 13 pounds. 

The final diagnosis was pulmonary calculus resulting 
from aspiration of foreign body. The primary diag- 
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nosis was chronic pulmonary suppuration of the lower 
lobe of the right lung. 

Comment.—There is only one case represent- 
ing this division. As noted in the history, the 
sequence of events was characteristic of an ab- 
scess that had ruptured into a bronchus and pro- 
duced hemorrhage. The calcified granules ex- 
pectorated and the foreign body were unusual 
features, the latter particularly, because there 
was no initial strangulation from which to date 
the aspiration. Physical examination was char- 
acteristic of that usual in cases of bronchiectasis, 
and there was nothing to suggest the presence of 
the large amounts of calcareous material that 
were removed through the bronchoscope. - The 
satisfactory postoperative course is an illustration 
of the benefit that may be obtained in these ob- 
structive cases, as well as in the acute cases, by 
withdrawing foreign material through the bron- 
choscope. 


III. CHRONIC INFECTION 
1. CHRONIC ULCERATIVE TUBERCULOUS BRONCHITIS 


Illustrative case—A woman, aged forty-six, came to 
the clinic June 11, 1925. She had never been robust 
but was in fair health until 1919 when she had a mild 
attack of influenza and a “nervous breakdown,” which 
necessitated treatment in a hospital for a month. Fol- 
lowing this illness she suffered from undue dyspnea on 
exertion and more or less constant productive cough 
with inspiratory wheeze and hoarseness of varying 
severity. In January, 1925, the temperature rose to 101° 
and she was in bed for three weeks. 

Inspiratory stridor and marked diminution of breath 
sounds over the lower lobe of the left lung were ob- 
served when the chest was examined. Roentgenograms 
showed evidence of tuberculosis of the upper lobes of 
both lungs. The sputum contained bacilli of tubercu- 
losis. 

Bronchoscopic examination showed scarring and dis- 
tortion of the carina while the left bronchus was in- 
volved in an ulcerating, necrotic lesion with thick, 
white exudate, and the bronchial lumen was reduced 
at least one-half. These findings warranted a diagnosis 
of tuberculosis. 

Final diagnosis was chronic ulcerative tuberculous 
bronchitis, with partial stenosis of the bronchus. The 
primary diagnosis was tuberculosis and obstruction of 
the bronchus to the left lower lobe. 


Comment.—The subdivision including tuber- 
culosis as a causative factor in the production of 
chronic suppurative disease of the lung is of very 
great interest from two standpoints: intrinsic 
damage to the bronchial wall, and the effect of 
narrowing from extrinsic pressure. In this sub- 
division, a variety of intra-bronchial pathologic 
changes has been noted, probably dependent on 
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ulceration, but in various stages of cicatrization. 
The extrinsic damage seemed to have been pro- 
duced both by the enlargement of lymph nodes 
at the hilus and by the inclusion of the bronchus 
in dense fibrous tissue. In almost all instances, 
these changes have been present with chronic 
rather than with acute tuberculosis. It has been 
our belief, based on clinical observation, that 
stridor is present only when the lumen of the 
larger bronchi or trachea is narrowed. It has 
seemed that the most pronounced stridor is pres- 
ent when the lesion is closest to the larynx. The 
bronchoscopic examination has served as a very 
definite means of proving that this clinical ob- 
servation is correct, because, in every instance in 
which stridor has been the outstanding symptom, 
a lesion has been found affecting this particular 
part of the bronchial tree. 


2. STRICTURE ASSOCIATED WITH PULMONARY TUBERCU- 
LOSIS 


Illustrative case-—A woman, aged nineteen, came to 
the clinic April 6, 1925. She had been perfectly well 
until June 1, 1924, when she began to cough and was 
treated for a “cold” without improvement. In Oc- 
tober she began to have fever with increase in 
cough and expectoration. She was ill for three 
weeks and the trouble was diagnosed as influenza 
and bronchopneumonia. After the fever and cough 
had persisted for two months, a needle was in- 
serted into the left pleural cavity, but no fluid was 
found. In February, 1925, the temperature was 102.6° ; 
the pulse rate was 140, and dyspnea was present. Since 
that illness she had had fever in the afternoons; 
strength was fair but she had lost 10 pounds in weight 
and had suffered from undue dyspnea on exertion. 

At the time of examination in April the patient bad 
chronic productive cough with a considerable amount 
of sputum, but never more than a teaspoonful at a 
time. The sputum had no odor and contained no blood 
save at the time when she was thought to have pneu- 
monia. On examination the mediastinum and heart 
were displaced to the left. Over the left side of the 
chest anteriorly resonance was normal and the breath 
sounds varied from normal to absent and changed 
simultaneously with an audible and palpable snoring 
sound or noise that always produced cough. Vocal 
resonance and vocal fremitus also changed in the same 
way. The diaphragm was high.and almost immobile. 
The Litten sign was absent. Over the right side of 
the chest anteriorly, signs of compensatory emphysema 
alone were present. Over the left side of the chest 
posteriorly, breath sounds, vocal fremitus and vocal 
resonance were absent except at the apex. Resonance 


in this region was normal except at the base, where 
there was dulness suggestive of elevation of the dia- 
phragm or thickening of the pleura or fluid rising to 
2.5 cm. below the angle of the scapula. No shifting of 
dulness was observed and “coin sound” could not be 
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elicited. Simultaneously with the gurgling sound and 
the accompanying cough, breath sounds, fremitus and 
resonance were intermittently normal or absent. They 
remained depressed over the dull area, however, at all 
times. Over the right side of the chest posteriorly, the 
findings were normal except for emphysema. 

A diagnosis of intrinsic bronchial obstruction of ball- 
valve type was made. The resultant bronchiectasis 
seemed to explain the presence of the profuse, greenish, 
purulent sputum and three acute illnesses, on the as- 
sumption that the obstruction had been of long duration 
and of varying degree. Roentgenologic examination of 
the chest showed old adhesions in the left upper lobe, 
old pleuritic adhesions at the left base and displace- 
ment of the heart to the left. Bronchoscopic examina- 
tion showed the left main bronchus markedly con- 
stricted close to the bifurcation. The aperture was not 
much larger than a pinhead and permitted but a small 
percentage of normal ventilation of the left lung. The 
stricture was dilated to No. 18 French with the evacu- 
ation of a considerable amount of thick, tenacious, 
mucopurulent material. There was a little bleeding. 
No foreign body was identified and the stricture seemed 
too high in the bronchus for this to be possible. After 
dilation, roentgenologic examination of the chest was 
negative save for a tuberculous lesion in the upper 
lobe of the left lung that was apparently healed, and 
the left side of the chest was normal on physical ex- 
amination. 

The final diagnosis was congenital stricture of the 
left main bronchus. The primary diagnosis was ob- 
struction of the left bronchus, type undetermined. 


Comment.—Only one instance of this type of 
disease has ever been seen by us, and although 
the lesion could be localized clinically with exact- 
ness, yet its nature could not be determined. It 
was thought that the peculiar signs which have 
been ‘described were due to a pedunculated tumor 
moved to and fro by the flow of air during in- 
spiration and expiration and, as a result of move- 
ment, producing the peculiar sound immediately 
succeeded by cough. The cough, we believed, 
was due to the moving of this body from a tol- 
erant to an intolerant portion of the bronchial 
wall. On bronchoscopic examination it became 
clear that this diagnosis was incorrect because, 
for the first time, we were able to see an ob- 
struction, having the appearance of a perforated 
diaphragm, almost completely blocking the left 
main bronchus close-to the trachea. The symp- 
toms that had suggested the clinical diagnosis 
were explained by the simple process of a thick, 
tenacious mass of mucus passing in and out 
through the opening in the diaphragm. The for- 
mer history of this case is interesting from the 
fact that at one time drainage must have become 
inadequate and the lung sufficiently unventilated 
to allow of a diagnosis of pneumonia. In all 


probability, the cause of these symptoms of con- 
solidation was the retention of secretions in the 
bronchi distal to the obstruction. With adequate 
drainage, recovery was prompt. The further his- 


tory, however, is of special interest. At an ex- 
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Fig. 7. 


Appearance of tracheal tumor at 
choscopy. 


the first bron- 


amination in December, 1925, the patient was 
found to have not only the lesion on the left side, 
but also signs in the right lung suggestive of 
tuberculous involvement. Although the sputum 
had been repeatedly examined previously, bacilli 
of tuberculosis were never found. At this exami- 
nation, however, they were discovered in the 
sputum. It would appear that the lesion produc- 
ing the obstruction was, however, not tubercu- 
lous, since no evidence of ulceration had ever 
been seen. 


3. GUMMA OF BRONCHUS 


Illustrative case—A woman, aged fifty-one, came to 
the clinic November 5, 1924. She had been married 
seven years previously and had never been pregnant. 
Pus tubes had been removed ten years previously. Two 
years prior to the examination at the clinic, the patient 
began having a spasmodic cough with wheezing respira- 
tions. Nosputum was present. She was not benefited Ky 
medicines usually employed in the treatment of asthma. 
Her malady was progressive, with some expectoration 
but no blood. The voice had become a little hoarse 
and undue dyspnea appeared on exertion. There was 
no seasonal variation of symptoms. 

On examination the breathing was of stertorous type 
and the breath sounds were markedly depressed over 
the left upper lobe. The left lower lobe was only par- 
tially obstructed but the breath sounds were of whistling 


character. Roentgenologic examination of the chest was 
negative. The Wassermann reaction was very strongly 
positive. 


Bronchoscopic examination showed a lesion at the 
bifurcation of the trachea involving the left half of the 
carina and extending into the left bronchus with the 
major part of the growth situated anteriorly. A small 
area of necrosis was observed. A small amount of 
purulent secretion exuded from the bronchus, which 
was constricted to one-third of its normal size. The 
right side was normal. A tentative diagnosis of intra- 
bronchial gumma was made. 

The patient was accordingly given antisyphilitic treat- 
ment, after two weeks of which the general condition 
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THE VALUE OF BRONCHOSCOPIC EXAMINATIONS 


was much improved and the breath sounds were audible 
over the left upper lobe; increased aération was evi- 
dent in the lower lobe as well. One month later no 
additional change had occurred. Fourteen months 
later the patient reported that her cough had almost 
entirely disappeared and that shortness of breath was 
noted only on considerable exertion. 

The final diagnosis was gumma of the bronchus. The 
primary diagnosis was obstruction of the left bronchus, 
type undetermined. 





Fig. 8. 
choscopy. 


Microscopic appearance of tissue removed at bron- 


Comment.—Only one patient representative 
of this subdivision has been seen throughout the 
year. Such a lesion, however, should be sus- 
pected in every instance in which unusual chronic 
disease is associated with the positive test for 
syphilis. The fact that benefit was derived from 
antisyphilitic treatment confirmed the diagnosis 
of an intrabronchial gumma suggested by the 
bronchoscopic appearance of the lesion and the 
positive Wassermann reaction. 


IV. NEOPLASM 


1. BENIGN TUMOR 


Illustrative case—A man, aged forty-one, came to 
the clinic June 23, 1924. He had always been subject 
to coughs and colds. Three and one-half years pre- 
vious to examination, he began to spit up blood which 
seemed to come into his mouth without warning. He 
would then cough and bring up several ounces of blood. 
He had had no cough except at these times. Since 
the onset of his trouble, he had frequently raised 
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blood during the winter but very little in the summer. 
At the onset there had been fever in the afternoons, 
cough, malaise and hemorrhages, so that a diagnosis of 
tuberculosis was made and he was sent to New Mexico 
for treatment. Two years previous to his admission to 
the clinic he had had pneumonia and been ill three 
months. Since then there had been increasing dyspnea 
with asthmatic attacks, but the patient had improved 
somewhat in the two months before he came to the 
clinic. 

Bronchoscopic examination had been carried out 
four years previously as far as the third tracheal ring, 
but no obstruction had been found. On examination of 
the chest both sides were equal in size but there was 
a slightly greater excursion on the left side and much 
more air entering the left than the right base. There 
was dulness at the right base with distant breathing 
and absent fremitus. Considerable stridor was noted. 
Roentgenograms showed thickened pleura on the left. 
No bacilli of tuberculosis were found in the sputum. 

Bronchoscopic examination revealed a tumor of the 
trachea arising from the right and posterior wall, just 
above the bifurcation, and almost filling the trachea 
(Fig. 7). The tumor was smooth. A small piece of 
it, removed for microscopic examination, proved to be 
fibrous inflammatory tissue (Fig. 8). The tumor has 
gradually been removed by diathermy (Fig. 9), and 
the patient is apparently well, eighteen months after 
the first examination. 

The final diagnosis was benign tumor of the trachea. 
The primary diagnosis was obstructive lesion in the 
lower trachea or upper right bronchus. 


Comment.—This is a very. small subdivision, 
and within the year we have had only one ex- 
ample. Clinical localization was possible in this 
instance and was exact, because the larynx itself 
was found to be normal on examination, and the 
presence of stridor indicated a lesion affecting 
either the trachea or the right main bronchus. 
The localization on the right side was made pos- 





’ Fig. 9. Appearance of tumor at bronchoscopic examination 
eighteen months after first treatment. 


sible because of the presence of signs indicative 
of stenosis on that side. The pseudo-asthmatic 
attacks were also indicative of a lesion affecting 
the hilus area. From clinical observation for 
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several years, we have been led to believe that 
so-called Kopp’s asthma is due to the presence of 
lesions at the hilus. It has been observed most 
commonly in cases of pressure due to tuberculous 
lymph nodes or to enlargement from such con- 
ditions as metastatic malignant disease, Hodg- 





Fig. 10. Microscopic appearance of specimen removed at 
bronchoscopy. 


kin’s disease, or lymphosarcoma. This clinical 
observation has also been verified by the obser- 
vations made at bronchoscopic examination in a 
number of cases. 


2. MALIGNANT TUMOR 


Illustrative case—A man, aged twenty-nine, came to 
the clinic May 7, 1925. A year previously, following 
exposure, he had felt a pain across the lower part of 
his chest along both costal margins. It was increased 
by deep breathing and there was a sensation of a heavy 
weight on the chest. This sensation disappeared en- 
tirely in a week and he was free from trouble for sev- 
eral months, when similar symptoms recurred and he 
began to be hoarse as well. He had lost 22 pounds. 


The left vocal cord was fixed in the cadaveric posi- 
tion. The expansion of the chest was less on the left 
than on the right side; the breath sounds were dimin- 
ished over the left side; the Litten sign was absent on 
the left side and there were sonorous rales throughout 
both lungs. Roentgenologic examination of the chest 
was negative. 

Bronchoscopic examination showed a bleeding lesion 
on the mesial wall of the left main bronchus. A speci- 
men removed for microscopic examination proved to 
be an adenocarcinoma of Grade 4 (Fig. 10). Roent- 
genologic treatment was given but the patient suc- 
cumbed in three months. 

The final diagnosis was adenocarcinoma of the left 
bronchus. The primary diagnosis was tumor in the 
trachea or bronchus. 

Comment.—A history of pain, loss of weight, 
paralysis of the recurrent laryngeal nerve, and 
bronchial stenosis is characteristic of malignant 
disease within the trachea or main bronchial 
trunks. Bronchoscopic examination serves a 
very useful purpose in cases of this type of dis- 
ease, as in those of the preceding subdivision, in 
that it allows visual examination of the growth 
itself and provides a means by which material 
may be obtained for pathologic examination, and 
finally, in that treatment can be locally applied 
with precision. 


SUMMARY 


Within the last year, we have been impressed 
by the improvement in diagnosis and treatment 
in a large number of cases, particularly of 
chronic character, because of the codperation of 
the staff of bronchoscopists and surgeons. The 
examination with the bronchoscope has not only 
helped in the precision of diagnosis, but has clari- 
fied clinical opinions as to the cause of localizing 
signs and symptoms. It has been the means by 
which certain unusual lesions have been demon- 
strated and it has provided a method by which 
materials may be obtained for pathologic exam- 
ination. The function of the instrument is not 
alone, however, confined to diagnostic pro- 
cedures; it has been of great service in the treat- 
ment of certain groups heretofore managed only 
with considerable difficulty, and frequently un- 
successfully. 





HOYT’S PROTEIN CEREAL OMITTED FROM 
N. N. R. 

Hoyt’s Protein Cereal is a preparation of gluten in 
the form of flakes containing protein, 78 per cent; fat, 
1 per cent, and starch, 4 per cent, which is manufac- 
tured by the Pure Gluten Food Co. (New and Non- 
official Remedies, 1926). The Council on Pharmacy 
and Chemistry reports that objection was made to the 


claims made for this product in 1925. In June, 1926, 
the Council received a circular containing misleading 
and unwarranted claims essentially similar to those to 
which objection had been made previously; therefore, 
the Council rescinded its acceptance of Hoyt’s Protein 
Cereal and directed its omission from New and Non- 
official Remedies. (Jour. A. M. A., Nov. 20, 1926, p. 
1760.) 
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HODGKIN’S DISEASE AND ITS FUTURE* 





J. A. Lepax, M.D. 
Saint Paul 





In 1832, Thomas Hodgkin’ published a paper 
in the Transactions of Royal Medicine and Sur- 
gery under the title: “On some morbid appear- 
ances of the Absorbent Glands and Spleen.” He 
reported seven cases in some detail. This paper 
truly marks the appearance on the horizon of 
medicine of an heterogenous group of lymphatic 
or lymphoid diseases. Bennett? and Virchow’ in 
1845, working independently, separated from 
the group of lymphadenopathies a disease with 
characteristic blood changes known as lymphatic 
leukemia. Wilkes* in 1856 going over the ma- 
terial that Hodgkin had studied, now with better 
knowledge and improved methods and instru- 
ments, pointed out possibly four, certainly two, 
of the cases as constituting a definite type of dis- 
ease. To honor his distinguished predecessor as 
teacher of Pathology at Guy’s Hospital he named 
it Hodgkin’s Disease. A few years later Cohn- 
heim® described a condition simulating leukemia 
without an increase in the circulating leukocytes 
and called it pseudo-leukemia. In 1899 Stern- 
berg’s® work appeared on the etiology of Hodg- 
kin’s disease. Briefly, the pathology of Hodgkin’s 
disease was developed during the period of 1832 
to 1899. During this period much confusion oc- 
curred in medical literature as to the proper 
terminology. The older names now have been 
relinquished. In Germany the disease is gen- 
erally known as lymphogranulomatosis, and in 
England as lymphadenoma. From the year 1899 
to the present time a large amount of work prin- 
cipally on the etiology of the condition has been 
done. 

ETIOLOGY 


Young adult life and trauma are usually con- 
sidered predisposing factors. The exciting cause 
is unknown. The principal theories advanced to 
explain the possible exciting agent are the para- 
sitic, neoplasmic and infectious. The presence of 
eosinophiles in the glands and sometimes also in 
the circulating blood at times to a marked degree 
suggests a parasitic agent. George L. Lambright’ 
reports a case of Hodgkins disease with recovery 
of parasites from the stools and improvement 
with anti-parasitic treatment. The theory to-day 





*Read before the annual meeting of the Northern Minnesota 
Medical Association, Crookston, August 9 and 10, 1926. 


has practically no adherents. According to Sym- 
mers,* Hodgkin’s disease is not neoplasmic in 
origin because “it maintains its histological in- 
dividuality throughout all changes of environ- 
ment. In other words, the lymph nodes and other 
lymphoid tissue in the fully developed Hodgkin’s 
disease show a composite of cells, each member 
of which finds its prototype in the normal bone 
marrow.” Others contend that when Hodgkin’s 
disease invades and destroys bones, muscles and 
other organs not containing lymphoid tissue it re- 
sembles a malignant tumor. However, the weight 
of opinion to-day seems to favor an infectious 
agent. Since the administration of arsenical prep- 
arations sometimes greatly improves Hodgkin’s 
disease it has been frequently mentioned that 
a spirillium may be the exciting cause. Stern- 
berg® in 1899 very forcibly began advocating a 
peculiar type of tubercle bacillus as an etiological 
agent. A gram positive bacillus has been found 
by Fraenkel,?° Munch,?® Kusunoki™ and Hirsch- 
feld.1*, A gram positive diphtheroid bacillus has 
been isolated by Bunting,?* Yates,?* de Negri’ 
and Mieremit.** Sternberg admits that the 
staining qualities of his bacillus are uncertain 
and that it varies in size and at times might be 
segmented when stained. Since the glands are 
filters to the parts they drain, it is possible that 
they always harbor some type of infection. It 
is equally true that the infection may vary in 
type depending on the infected part under drain- 
age. So it must be most difficult to be certain 
about any one bacterium found in the lymph 
nodes as to its infectuous or non-infectious char- 
acter. One may hold either the parasitic, neo- 
plasmic or infectious theory. By no one has 
Hodgkin’s disease been reproduced in man or 
animal. As the Pathology of Hodgkin’s disease is 
more carefully studied and compared with the in- 
fectious granulomata of tuberculosis and syphilis 
the infectious theory is gaining ground. Sym- 
mers thinks that for the present Hodgkin’s dis- 
ease should be placed in a group neither neo- 
plasmic nor infectious, but given a place like 
leuko-sarcoma or Cohnheim’s pseudo-leukemia. 


PATHOLOGY 


The lymph nodes are grossly enlarged, usually 
one or several groups being involved. The glands 
are quite hard and discrete. If matting or ad- 
herence to the skin is present a secondary infec- 
tion has caused it. In young individuals the 
glands may be soft early, but hard and fibrous 
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late in the disease. With Symmers’ description 
one may say that Hodgkin’s disease is an infec- 
tion of the hemolytopoietic apparatus. Its histo- 
genesis is determined: (1) by preliminary hy- 
perplasia of lymphoid cells in various parts of 
the body; and (2) by the discharge of mononu- 
clear and multinuclear giant cells from the bone 
marrow, with or without eosinophiles and eosin- 
ophilic myelocytes, and their arrest by the hyper- 
plastic lymphoid depots in pursuit of their func- 
tion as filters, the fibroblastic reaction in the re- 
cipient tissues representing a mechanical process 
designed to support the excess cells by which 
they are burdened. 


SYMPTOMATOLOGY 


The symptoms vary a great deal depending 
upon the location and size of the glands, single 
group involvement or general distribution; also, 
whether or not the disease is limited to the 
lymph nodes, lymphoid submucous tissues or 
auxiliary lymphoid tissue, and finally, whether it 
invades and destroys tissues containing no lym- 
phoid tissue, e.g., muscles, bone, mucous mem- 
brane and skin. Early there are no subjective 
symptoms. The objective signs embrace the en- 
larged glands, the pressure phenomena from this 
enlargement and finally the destruction of other 
tissues either by migration or extension of the 
disease. The cervical glands may be enlarged 
in from 7 to 70 per cent of the cases, depending 
entirely on the observation and experience of a 
certain writer. Besides the enlarged glands neu- 
ritic pressure pain and swelling of the neck and 
face may frequently be present. With abnormal 
enlargement of the axillary glands, edema, swell- 
ing and pain in the upper extremity may be 
encountered. Cough, cyanosis, orthopnea, drool- 
ing of the saliva, dyspnea, and sometimes also 
exophthalmos, edema of the face, swelling of the 
tongue, paralysis of the vocal chords and pleural 
fluid indicate marked mediastinal involvement. 
On percussion the sternal dullness is much broad- 
er. Whitaker’ says that “Hodgkin’s disease is 
indicated when the radiograph shows homo- 
geneous, roughly lobulated shadows in the me- 
diastinal or hilus regions, which shrink rapidly 
under roentgen-ray treatment.” With retroperi- 


toneal glandular involvement one may meet pain 
simulating an acute appendix, jaundice, mild 
symptoms of pyloric obstruction, edema of the 
lower extremities and sometimes symptoms and 
signs of inferior vena cava obstruction with ex- 


cruciating pain. The spleen is enlarged very fre- 
quently. Liver enlargement is rare. Pruritis of 
the skin is common and herpes, urticaria, pig- 
mentation and dermatitis not infrequent. Weber“* 
reported a case showing recurrent purpura and 
hemorrhagic symptoms. Bones are frequently 
involved. Paraplegia and cauda equina symp- 
toms have also been reported by Weber’ in 
Hodgkin’s disease. The blood examination shows 
usually a leucocyte count of 10,000 to 20,000 with 
a secondary anemia. Leucocyte counts, however, 
as low as 3,000 have been recorded. Bunting’ 
observed a case for two years with a leucocyte 
count of 100,000. According to Bunting*’ both 
a relative or absolute increase in transitional cells 
and platelets is characteristic of Hodgkin’s dis- 
ease. His views, however, are not universally 
accepted. Constitutional symptoms of fever, las- 
situde, weakness and loss of weight vary widely 
in the various cases. Fever may be slight, irreg- 
ular and persistent for months, or again irreg- 
ular, high and intermittent associated with chilly 
sensations, sweats and pains. Sometimes it is 
relapsing in character, running a course of sev- 
eral months with a relapse of from ten to thirty- 
five days. This is sometimes spoken of as the 
Pel**-Ebstein,’® larval or typhoid form of Hodg- 
kin’s disease. 


DIFFERENTIAL DIAGNOSIS 


1. Local or general infectious adenopathy is 
due to a focal infection like a tonsillitis, sinusitis, 
an abscessed tooth, or a general infection like 
scarlet fever, diphtheria or measles. In the pres- 
ence of a general or focal infection glandular en- 
largement is readily explainable. 


2. Tuberculous adenitis. The history, fever, 
loss of weight, tuberculin tests, occasional soft 
character of the glands, matting of the glands, 
coalescence, adhesion to skin, suppuration, evi- 
dences of tuberculosis elsewhere in the body will 
usually suffice to make a positive diagnosis of a 
tuberculous adenitis. 

3. Leukemia. A careful examination of the 
blood for jmmature forms of the white cells is 
more important than an actual leucocyte count 
although the count most frequently is very much 
increased. 

4. Syphilis. The presence of a chancre or 
other venereal disease in the history, a positive 
Wassermann, Argyll-Robertson pupil, and similar 
suggestive or positive findings of lues will usually 
aid in making a correct diagnosis. 
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5. Still’s disease, which is characterized by 
general glandular adenopathy, pain, spasticity, en- 
jarged spleen, contractures, arthritic involvement 
and frequently mental impairment, will cause lit- 
tle difficulty or confusion in the differential di- 
agnosis. 

6. Splenomegaly. Hereone must carefully 
rule out acute and chronic enlargement of the 
spleen. Typhoid, malaria or any other acute in- 
fection may produce some splenic enlargement. 
Other chronic or rare conditions like cirrhosis of 
the liver, pernicious anemia, myelogenous leu- 
kemia, Banti’s disease, congenital or acquired 
syphilis, polycythemia, familial hemolytic jaun- 
dice, malignant neoplasm, abscess, amyloid dis- 
ease and pseudo-leukemia, must be properly elim- 
inated from the subjective complaints, objective 
signs and laboratory tests. 

7. Carcinoma. After examining the patient 
one can usually find either a local or a general 
carcinosis to account for the enlarged glands. 

8. Finally, lymphosarcoma and aleukemic 
leukemia may be the most difficult to differen- 
tiate from Hodgkin’s disease. 

So in concluding the short survey of the dif- 
ferential diagnosis it is necessary to state that a 
positive diagnosis of Hodgkin’s disease is made 
in conjunction with a biopsy only. 


PROGNOSIS 


The prognosis is hopeless. It has been cus- 
tomary to give the duration of the disease as two 
to three years; yet death can occur in two 
months. Cunningham” has reported a case with 
a duration of twenty-five years. 


TREATMENT 


Removal of infectious foci, operation, arsenic, 
x-ray, radium and vaccines may be tried early in 
the disease. Later, palliative and symptomatic 
treatment is indicated. After the administration 
of Fowler’s solution or neosalvarsan a regress in 
glandular enlargement has been observed. Yates* 
and Bunting** are quite sure that early removal 
of the involved group of glands will give a cure 
in at least 20 per cent of the cases. . X-ray and 
radium ought to be given by some one well skilled 
in their action and method of administration. It 
is claimed that the vessels are occluded by this 
method and the tissue suffering from a lack of 
nutrition slowly becomes necrotic. Vaccine prep- 
arations are of questionable value. It seems, 
however, at the present time that no known 
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method of treatment is without great shortcom- 


ings. And it is logical to assume that a rational 
method of treatment can be worked out only 
when the etiological factor is definitely estab- 
lished. 
COMMENT 

The nature of Hodgkin’s disease is as clear or 
obscure as the differentiation between an inflam- 
matory process and a neoplasmic growth. Brief- 
ly, certain definite tissue reactions have been 
accepted as characteristic of each condition. Hy- 
perplasia of adult or specialized tissue usually 
means inflammation, while neoplasms are char- 
acterized by active proliferation, infiltration and 
a reversion to the embryonic type of cell. The 
cause of neoplasms is unknown. One can say 
that localized Hodgkin’s disease resembles more 
an infectious process while the proliferative and 
infiltrative is more characteristic of a neoplasm. 
It is interesting \to note that Hodgkin’s disease 
has been sbservel\ to transform into certain con- 
ditions that we art inclined at the present time 
to accept as neoplasms. Yates and Bunting?? 
record a case in which the blood picture in a 
typical case of Hdgkin’s disease suddenly 
changed into the blodd picture of chronic lym- 
phatic leukemia. Levig?* has placed on record a 
case of Hodgkin’s graniloma of the right side of 
the neck in which an ektensive lymphosarcoma 
of the naso-pharynx developed. Under radium 
treatment the Hodgkin’s granuloma of the neck 
and naso-pharynx disappeared, while the gastro- 
intestinal condition continued progressively. He 
also reports two other cases which had lympho- 
sarcoma of the inguinal and axillary regigns 
which later developed in goad region into 
typical Hodgkin’s disease. 'A fourth case of a 
Hodgkin’s disease of the ts the same observer 
reports, was successfully treated by radium. The 
disease recurred later, however, as a typical me- 
diastinal lymphosarcoma. Mueller** reported 
two cases of Hodgkin’s disease which showed a 
change in the histological structure from typical 
lymphogranuloma to round cell sarcoma or vice 
versa. Senator®?® and Westphal** describe the 
transformation of pseudo-leukemia into chronic 
lymphatic leukemia. Sadler?’ observed the change 
of a lymphosarcoma to a chronic lymphatic leu- 
kemia. Ellermann**.**-*° succeeded in transmitting 
leukemia from generation to generation experi- 
mentally in fowls by inoculating a cell-free fil- 
trate. He also successfully transformed leuke- 
mia into neoplasmic growths, such as lymphoma 
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and myeloid tumors. Young,***? by injecting 
micro-organisms isolated from an epithelial tu- 
mor in white mice, produced lymphatic leukemia. 
He found, when the animals died early, typical 
lymphatic leukemia; and, in cases where more 
time was allowed for the development of an ad- 
vanced process, the changes were characteristic 
of a sarcoma. He concluded that the virus pro- 
duces a malignant proliferation of the cells of 
mesodermic origin, but if a local infection of 
susceptible epithelial cells took place it would de- 
velop in carcinoma. Gye** succeeded in culti- 
vating and Barnard** in demonstrating micro- 
scopically a virus capable of transmitting chicken 
sarcoma. Gye also produced chicken sarcoma 
with the virus from a human cancer. He argues 
that the tumors have a virus, non-specific in 
character, as their extrinsic cause, but in ad- 
dition to that they have a specific factor 
responsible for the specific changes in the cells 
themselves to insure progressiveness of the 
process. This is a point which distinguishes 
neoplasms from inflammations. Recently Evans* 
and Leucutia® described three cases of lympho- 
sarcoma which, in their terminal stages, changed 
into lymphatic leukemia. This happened as soon 
as the bone marrow became involved. 

Clinical observations of Hodgkin’s granuloma 
transforming into a chronic lymphatic leukemia 
and into a lymphosarcoma would lead one to be- 
lieve that these conditions are at least somewhat 
related. Experimental evidence on the lower 
animals in reproducing chronic lymphatic leu- 
kemia, myeloid leukemia, sarcoma, and lympho- 
sarcoma and the transformation of one into the 
other and vice versa both by a filterable virus 
and by an organism demonstrated microscopical- 
ly, would suggest strongly the relation directly 
or indirectly of infection in the production of 
neoplasms. When time demonstrates what rdle 
infection plays in the production of neoplasms, 
Hodgkin’s disease will receive its definite classi- 
fication. 


CONCLUSIONS 


1. Hodgkin’s disease has been observed ; 
(a) to transform into chronic lymphatic 
leukemia and lympho-sarcoma. 
(b) to recur as lympho-sarcoma. 
(c) to exist simultaneously with lympho- 
sarcoma. 


2. Experimentally on lower animals chronic 
lymphatic leukemia and lympho-sarcoma have 
been reproduced by a filtrable virus and trans- 
formed from one into the other. 

3. Hodgkin’s disease seems closely related to 
chronic lymphatic leukemia and lympho-sarcoma. 
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THE SUGGESTED USE OF THYROID EX- 
TRACT TO REDUCE THE INCIDENCE 
OF POSTOPERATIVE EMBOLISM* 


Preliminary Report 





WALTMAN WALTERS, M.D. 
Rochester, Minnesota 





While it is probably true that not one factor, 
but many, are responsible for fatal pulmonary 
embolism, among the most significant is the slow- 
ing of the rate of blood flow, noted by Virchow 
in 1846. 

Evidence of the tendency toward thrombus 
formation in cardiovascular disease which pro- 
duces slowing of the rate of circulation, has been 
observed uniformly at necropsy in many cases. 
Welch, who has dealt fully with the subject of 
thrombosis in cardiovascular disease, points out 
that thrombosis is common in the veins of the 
neck, arm, and chest on the left side in advanced 
cases when dyspnea, dropsy, and cyanosis, con- 
ditions favoring slowing of the rate of circula- 
tion, are usually present. Robertson finds that 
the auricular appendages, auricles and apex of 
the left ventricle contain thrombi in cases of car- 
diovascular disease, and he has not infrequently 
found thrombosis of the vaginal and prostatic 
plexuses when patients died from other causes. 

The circulation of the blood after surgical op- 
erations is subject to several influences, all pos- 
sibly tending to diminish its rate of flow. There 
is a progressive lowering of blood pressure due 
to the recumbent position in bed. In a series of 
studies by Walters, Hendricks and Greene on 
blood pressure and chemical changes in the blood 
of twenty-five patients who had been operated on, 
it was shown that while the patient was resting 
in bed following operation there was an average 
daily drop in systolic and diastolic blood pressure 
of 4 mm. of mercury, with an average total drop 
of 302mm. Also, during this time the leukocytes, 
platelets, serum fibrin, plasma fibrin and calcium, 
and the hematocrit readings were studied. In 
general, a noticeable increase in the fibrin of the 
blood, and in most instances an increase in leu- 
kocytes, were the outstanding blood changes. 
Such an increase in the fibrin might predispose 
to the formation of clots in abnormally stagnated 
blood. Another important factor, to which I 
have found no previous reference, is the possi- 


*From the Division of Surgery, 


Mayo Clinic, 
Minnesota. 


Rochester, 


bility that retardation of blood flow in the ves- 
sels of the abdominal cavity may result from the 
diminution in intestinal peristalsis which occurs 
subsequent to operation. 

During the forty-eight-hour period of intes- 
tinal quiet which follows abdominal operations 
the flow of blood in the branches of the mesen- 
teric arteries and veins may be diminished be- 
cause of loss of peristalsis. Such a slowing of 
the rate of flow in the tributaries of the larger 
vessels in the abdominal cavity may be of consid- 
erable significance in producing stagnation in the 
portal tree with a corresponding effect on vascu- 
lar flow in general. 

During the first four days following operation 
the abdominal wound is extremely painful, and 
increase in intra-abdominal pressure, such as that 
caused by sneezing or coughing, aggravates the 
pain. The patient, although he may not be aware 
of it, accordingly restricts the depth of his 
breathing so that it is thoracic in type. Diaphrag- 
matic excursion is thereby diminished and the 
to-and-fro effect of movements is decreased to 
the viscera and their blood vessels, again pos- 
sibly tending to retard abdominal and visceral 
circulation. Also the fact that a period of rest in 
bed tends to lower the rate of metabolism must 
be remembered. 

Attempts have been made to prevent the de- 
crease in the rate of blood flow following op- 
eration by early movement of the patient in bed 
from side to side, as advocated by Coffey, or by 
exercises, as suggested by Wilson and Poole. 
Unfortunately, neither suggestion has been acted 
on sufficiently to determine the effect. Lockhart- 
Mummery, in a symposium on pulmonary embo- 
lism, stated that, in his opinion, most of the fatal 
pulmonary emboli had their beginning as thrombi 
in veins which were tributaries to the inferior 
vena cava. Both active and passive movements 
of the extremities should tend to increase the 
rate of blood flow in the largest branches of the 
inferior vena cava, namely the femoral veins. 

Two years ago, after a consideration of the ef- 
fect of these procedures in increasing the rate 
of blood flow, it seemed to me that not only 
might the rate of circulation be increased in 
this manner but that the metabolism of the body 
might be increased by thyroid extract with re- 
sulting increase in peristalsis, increasing depth 
of respiration, acceleration of blood flow, and, 
indeed, speeding up of all the functions of the 
body. Thyroid extract was given by mouth in 
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THYROID EXTRACT AND MOVEMENT OF EXTREMITIES EMPLOYED TO REDUCE INCIDENCE OF PULMONARY EMBOLISM IN CASES 


IN WHICH OPERATION WAS PERFORMED FROM OCTOBER, 1924, 


Operation 
For carcinoma of the stomach 


TO OCTOBER, 1926 


Totals 
26 








Partial gastrectomy 
Gastro-enterostomy 





Exploration 





For peptic ulcer 








Gastro-enterostomy for duodenal ulcer 
Gastro-enterostomy for gastric ulcer 





Gastro-enterostomy for duodenal ulcer (with appen dectomy) 
Gastro-enterostomy for duodenal ulcer (with cholecystectomy) 
Gastro-enterostomy for duodenal ulcer (with herniotomy) 
Gastro-enterostomy for duodenal ulcer (with excision of gastric ulcer) 

















Excision of gastric ulcer and gastro-enterostomy 


Excision of duodenal ulcer, pyloroplasty and appendectomy 


Excision of duodenal ulcer, and gastro-enterostomy.. 
Excision of duodenal ulcer, gastro-enterostomy and 
Excision of duodenal ulcer and gastroduodenostomy 
Gastroduodenostomy 








appendectomy 











Gastroduodenostomy and appendectomy 








Closure of perforation and gastro-enterostomy 


Partial exclusion of stomach (Devine operation for bleeding duodenal ulcer) 


Partial gastrectomy for gastric ulcer 











Excision of gastric ulcer 


Excision of gastric ulcer, gastro-enterostomy and appendectomy 
Excision of gastric ulcer, gastro-enterostomy and cholecystectomy 
Excision of gastrojejunal ulcer, disconnection of anastomosis and partial gastrectomy. 
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Partial pylorectomy ..... 
Jejunostomy for gastric ulcer 








Resection of pylorus 


— i 





Disconnection of gastro-enteric anastomosis, 
tomy and enterostomy 


Rammstedt for congenital pyloric stenosis.................-...-.--- 





excision 





of gastrojejunal ulcer, gastroduodenos- 











On gallblabber and common d 





Gallbladder (cholecystectomy 55, and cholecystostomy 6) 


Gallbladder and common duct 





Gallbladder and stricture of common duct 
Gallbladder and stone in common duct 
Common duct (fistulas) 

Stricture of common duct 














Stone in common dutt................... : 
appendix 
Appendectomy 























Drainage 








two-grain doses three times a day for seven days, 
beginning on the third or fourth day after op- 
eration and continuing until the patient was out 
of bed. No deleterious effect was noted. The 
patients were urged to move themselves about 
in bed, especially to turn from side to side. In 
the period between October, 1924, and October, 
1926, these movements and thyroid extract were 
employed in 1,745 cases in which I performed 
major operations (Tabulation). No patient less 
than seventy years of age died from pulmonary 
embolism. Further clinical support to the value 
of increased metabolism in the prevention of 
thrombosis and embolism is lent by Plummer’s 
observation that in cases of severe cardiac de- 
compensation coincident to hyperfunctioning thy- 
roids thrombosis or embolism rarely, if ever, oc- 
curs. Experimental evidence in support of the 
hypothesis is seen in the recent work of Shi- 
onoya and Rowntree with the use of the extra- 


corporeal vascular loop. In studying the cir- 
culation in rabbits they noted that thrombosis in 
the loop occurred in from four to ten minutes. 
When 1 mg. of thyroxin was administered daily 
for three days to each rabbit, thrombosis in the 
loop did not occur for from twenty-five to thirty 
minutes; the change was sustained for three 
days. 

It seems to me that in elderly patients with 
cardiovascular disease thrombosis and embolism 
may occur as a terminal event, similar to bron- 
chopneumonia. In the series of 1,745 cases there 


were two patients, both more than seventy years 
of age, who died from other causes, in whom un- 
expected and coincidental pulmonary embolism 


Both showed clinical 
marked cardiovascular disease, which 
was found at necropsy. In one of these cases 
suprapubic cystostomy had been performed be- 
cause of hematuria resulting from prostatic hy- 


was found at necropsy. 
evidence of 
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TO OCTOBER, 1926—Continued 
Totals 
































































































































































































































































' On colon ... 10 
On small intestine : 24 
4 On rectosigmoid and sigmoid (colostomy and resection for carcinoma) 43 
On rectum 38 
‘ For hernia 180 
Fionerem san ananassae enenewtntenenwcnnsnecnsicntanece 135 
, eS OU ee 1 
Male genital and inguinal........ 10 
Femoral and inguinal 2 
I cscs cniccencintirarsinchioesniecsntiaonnipaacicattceonnestincientinien Gieatsloneanthtcneoneiniasnkestensibtonslbaaesiscogiphaences 15 
i Ventral eee n een nennenernnseeeeeeeeeeeneneeanennneeaeenenneaeseeeeeesetereaenreneneceneeereeeneececnseececeeececee 16 
ae aT eR RE RE OT RT A SL CE LO TT aa TE 3 
) Femme) nnn anon naan nnnnwnnnennnesnenevverenonvsernennewensnsenncessnonconswencennceie i igs: 
4 FOP QOICL -..--.-...-.--c-----cene-nereronconeneroceesnseneonnnennseseneennecsssenevnnsweonseseneseneceeensensnsansencsnssescesceorenesneesenerenensess J 114 
On neck (excision submaxillary, submental om, block dissection, and so forth) 2o....-ce-ccsccecseseececoe-s 46 
b On spleen (splenectomy) RAED ae NEL TSN UNA WE Mis SATE 3 
On breast 82 
} Radical amputation 
Other operations 
On tubes and ovaries 19 
‘lastic on the vagina 86 
CO I erties 51 
Hy sterectomy 
Myomectomy 
V5 Vaginal hysterectomy (Mayo operation for prolapse) 
P Other operations 
if For benign hypertrophy of prostate 183 
E Suprapubic prostatectomy ......... 
‘3 RES Le eae 
Perineal prostatectomy ... 
Other operations ............. os 
ie Sa acceso trees nneaienamrmmineoenaens 6 
j On bladder 28 
po On ureter 11 
a On urethra 12 
On kidney 79 
na ccscsnivencerspseesvensioncse 51 
Pelviolithotomy * 18 
I sic ntesesccncrensncnccsaeeneenes 10 
For varicose veins of the leg. 17 








TU I itt erent rns 


ee 








Miscellaneous WARS Ste EE ae ain cuaneel 




















pertrophy. Bleeding continued, necessitating 
two transfusions. 
ably reduced. In spite of hot packs and drastic 
catharsis, the blood urea remained approximately 
In the other 
case, empyema of the gallbladder, cholecystosto- 
Subsequently the wound 


became infected and gaped, and partial eventra- 


Renal function was consider- 







at 90 mg., and uremia was imminent. 






my had been performed. 






tion occurred, necessitating secondary closure of 
the wound. 
pulmonary embolism was a coincidental finding. 
These two cases, in my opinion, are examples of 
a small group of cases of pulmonary embolism 
occurring as a terminal event in elderly patients. 
It seems improbable that in those two cases 
embolism might have been prevented. In elderly 
patients, diseases of the heart and blood ves- 
sels are permanent and cannot be compensated. 
The method described for increasing the circu- 
lation by increasing the metabolism of the body 





Pneumonia ensued and at necropsy 





















seems to have its greatest field of application in 
cases in which there is no gross cardiovascular 
disease, and in which fatal pulmonary embolism 
is such a catastrophe. 

Undoubtedly there are factors other than a 
lowering of blood pressure, a lowering of the 
rate of metabolism, and a possible slowing of the 
circulation that are responsible for the formation 
of thrombi and emboli, or the incidence of post- 
operative embolism would be much _ higher. 
Whether infection, as may be inferred from 
Rosenow’s isolation of streptococci from emboli 
at necropsy, or changes in blood fibrin, or un- 
known changes in the blood or tissue fluids, are 
influential factors in causing blood thrombi or 
emboli, is as yet undecided. However, lowering 
of blood pressure, slowing of the rate of metab- 
olism and possibly slowing of the circulation as 
a result of prolonged rest in bed with great 
diminution of peristalsis and the restricted ex- 
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cursion of the diaphragm following operation 
may play an important part in either the predis- 
position to, or the causation of, postoperative 
thrombosis and embolism. By means of thyroid 
extract which increases metabolism we hope to 
attack the problem successfully. It is too early 
to determine whether the hypothesis is correct. 
Experimental studies are now under way and we 
hope to present them in the near future. 
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WHAT PRICE SMALLPOX! 


This is the title of a news letter released by the 
Conference of State and Provincial Health Authori- 
ties. It was written by Dr. Charles V. Chapin, presi- 
dent of the American Public Health Association and 
for many years superintendent of health of Provi- 
dence, R. I. 

During 1925, according to Dr. Chapin, there were 
nearly 40,000 cases of smallpox in the United States; 
more than in any other country for which statistics 
are available, with the possible exception of Mexico. 
Even Soviet Russia, with a larger population, had only 
half as many cases and “this state of things is no 
chance event of the year. For fifteen years and longer 
we have had more smallpox than any country in West- 
ern Europe, indeed generally more than the whole of 
Western Europe.” Dr. Chapin urges the public not to 
be fooled by the mildness-of the cases which have ap- 
peared during recent years, pointing out that a very 
virulent type of smallpox broke out in Detroit a few 
years ago and that it is this type that is liable to be 
imported from Mexico or other countries at any time. 
In this and a second release entitled “Good Citizenship 
Will Wipe Out Smallpox” he stresses the fact that 
vaccination is the only means of preventing the dis- 
ease.—Health News, N. Y., Nov. 29, 1926. 
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THE DIAGNOSIS AND TREATMENT OF 
ANAL FISTULA* 





Louis A. Burg, M.D. 
Rochester, Minnesota 





Fistulas of the anus originate in crypts that 
have become infected as a result of stretching 
and trauma by the passage of large formed stools, 
the tearing of a papilla at its upper border, or 
abrasion of the mucous membrane produced by 
a hard particle. The resulting hyperemia and 
edema close the opening of the crypt and the in- 
fectious process burrows in various directions. 
Some tracts pass between the external and inter- 
nal muscles, although almost as often they may 
burrow either through the fibers of the external 
muscle or over. After it has passed the muscle 
boundary, it usually forms an abscess and ulti- 
mately ruptures externally. Occasionally the 
abscess may pass up along the rectal wall and 
rupture through into the rectum. When it rup- 
tures externally it forms a complete external 
fistula; when it ruptures through the rectal wall, 
a complete internal fistula results. Usually with 
the latter there is also an external opening. The 
so-called blind fistula is formed by the rupture 
of the abscess through the anal crypt whence the 
infection originated ; this is more properly called 
an anal sinus. The prevalent belief that these 
fistulas begin as abscesses is incorrect.- 

A so-called incomplete external fistula may 
exist only when the examiner is unable to find 
the internal opening, which may have healed 
when the abscess ruptured externally or was 
lanced. The relief from pressure by the rupture 
of the abscess sometimes permits the internal 
opening to heal. Healing of the abscess pre- 
vents the escape of discharges externally, there- 
by causing the internal opening to remain patent. 
These so-called incomplete external fistulas were 
primarily complete fistulas and this is a signifi- 
cant factor in the consideration of their cure. 

Most of the crypt infections are non-specific 
and the organisms are of the usual pus-forming 
group which inhabit the fecal content. Tuber- 
culosis is rarely the exciting cause and I doubt 
if there is such a thing as a primary tuberculous 
fistula, although, of course, it may be possible for 
the bacillus of tuberculosis to infect an anal crypt 





*Read before the Northern Minnesota Medical Association, 
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in the same manner that it attacks almost any 
anatomic structure. 

The preparation for operation is that usually 
adopted in all forms of rectal surgery. Sacral 
anesthesia is preferred. The bowels should not 
move for three days after the operation. It is not 
necessary to “confine” the bowels with opium. 
Most patients can control their movement for 
three days on a liquid and soft diet. When the 
stool habit is reétablished the rectum should be 
irrigated thoroughly with hot water after each 
movement and clean dressings applied. 

The treatment of anal fistula is surgical and 
the success depends on the question of locating 
the internal opening. It is not always possible 
to find this opening before operation. Methy- 
lene blue injected into the external sinus may 
appear on gauze inserted through the anus, but 
failure of the color to stain the gauze seldom 
means that there is no connection with the bowel. 
It can more often be interpreted as an indication 
that the anal sphincters are contracting and clos- 
ing off the inner end of the sinus. Probing pre- 
vious to operation is not successful unless the 
tract runs directly to the anus. Usually external 
sinuses anterior to a line drawn between the 
ischial tuberosities are connected with an internal 
opening in an anterior anal crypt by a fistulous 
tract which leads in a straight line to the anus. 
Sinuses posterior to this line usually curve around 
and enter an anal crypt in the median line of the 
anus posteriorly. The silver wire probe, there- 
fore, is useful in the former, but in the latter, 
due to angulations, it cannot follow unless the 
tract is incised as it is probed. I find it unneces- 
sary to use methylene blue, bismuch paste or any 
of the other substances usually injected preopera- 
tively to aid in following the tracts. It is just 
as easy to follow the ramifications by the char- 
acteristic appearance of the diseased tissue, and 
then the operative field is not stained and ob- 
scured when the tract is opened as it is when 
methylene blue is used. 

Two methods of approaching the fistula are 
possible and it will be found that one method 
will be useful in certain cases and the other 
method in others. In the more generally accepted 
method the external sinus is opened and the tracts 
followed from that point. I usually begin at the 
internal opening if possible. It is important to 
note that in this manner a false internal opening 
is not likely to be made. Making an internal 
opening when none is found, as is advised and 
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practiced by some, is not followed with good re- 
sults. 

Since the anal crypt is the source of the in- 
fection causing the abscess which goes on to 
rupture and persists as a discharging fistula, we 
should expect to find the internal opening in the 
crypt. Often an inspection through an anoscope 
will reveal a definitely ulcerated sinus or a sinus 
discharging pus. At other times only a granular 
projection can be seen behind the dentate margin, 
Again, there may be a large ulcerated pocket. 
In general it may be said that the larger the in- 
ternal opening the more frequently will the ex- 
ternal opening heal. In still other instances, 
there is no visible opening, ulcer, pocket or gran- 
ular teat. All crypts appear normal. This is the 
discouraging group and the usual report is: “No 
internal opening found.” However, if we recall 
that it is possible for the internal opening to 
heal periodically just as the one externally does, 
we shall profit by a more careful inspection and 
probing of the crypts. Often I have found a 
scar there and after opening it with a knife point, 
inserted a soft silver wire probe and noted its 
immediate appearance through the tract into the 
wound where I had opened the sinuses externally. 

Internal openings are rarely seen above both 
muscles. I have seen them only in rare cases 
in which the abscess involved the rectal wall 
and ruptured through (and even then the original 
internal opening was in the anus) and when the 
probe pierced normal tissue instead of following 
a diseased tract. 

After locating the internal opening, the tracts 
are opened throughout. The anal sphincter (ex- 
ternal) is cut through at right angles to the 
muscle fibers at a point over the diseased crypt. 
Deep tracts are excised and all margins cut away 
to prevent healing on the surface previous to 
deeper union. The fistulous tunnels are con- 
verted into ditches. The wound is packed with 
iodoform gauze and dressed daily. The postop- 
erative care is just as important as the opera- 
tion; the wound should be carefully treated to 
produce satisfactory healing. Swabbing with 
medicated solutions such as mercurochrome, 
dichloramin-T and so forth, trimming granula- 
tions, and preventing healing of superficial areas 
previous to those deeper in the tissues, will often 
determine the success of the operation. 

Occasionally it is possible to excise the tract 
completely and close the wound by suture. If 
the condition of the tract is chronic, if there is 
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fibrosis and no branching and it leads directly 
from the internal to the external opening, pri- 
mary union may sometimes be procured by this 
procedure. If it fails, the wound sloughs open 
and can be packed and treated like the others. In 
about 20 per cent of these cases the results are 
satisfactory, and this justifies the procedure. 





13 REASONS FOR REGISTERING BIRTHS 


There is hardly a relation of life, social, legal, or 
economic, in which the evidence furnished by an ac- 
curate registration of births may not prove to be of 
the greatest value, not only to the individual, but also 
to the public at large. It is not only an act of civiliza- 
tion to register birth certificates, but good business, for 
they are frequently used in many practical ways: 


(1) As evidence to prove the age and legitimacy of 
heirs; 

(2) As proof of age to determine the validity of a 
contract entered into by an alleged minor; 

(3) As evidence to establish age and proof of citi- 
zenship and descent in order to vote; 

(4) As evidence to establish the right of admission 
to the professions and to many public offices; 

(5) As evidence of legal age to marry; 

(6) As evidence to prove the claims of widows and 
orphans under the Widows and Orphans Pen- 
sion Law; 

(7) As evidence to determine the liability of parents 
for the debts of a minor; 

.(8) As evidence in the administration of estates, the 
settlement of insurance and pensions; 

(9) As evidence to prove the irresponsibility of chil- 
dren under 12 years of age for crime and 
misdemeanor, and various other matters in the 
criminal code; 

(10) As evidence in the enforcement of laws re- 
lating to education and to child labor; 

(11) As evidence to determine 
guardians and wards; 


the relations of 


(12) As proof of citizenship in order to obtain a 
passport ; 

(13) As evidence in the claim for exemption from or 
the right to jury and militia service. 





MINNESOTA INFANT MORTALITY RATE 
AMONG LOWEST IN UNITED STATES 


Minnesota had one of the lowest death rates among 
infants in the country for 1925, Grace Abbott, chief of 
the children’s bureau at Washington, recently an- 
nounced in her annual report. The infant mortality 
for the United States during the year was 72 to 
1,000 births. In Minnesota, Washington, Oregon, Iowa 
and Nebraska, the rates were 60 or below. 


DIAGNOSIS OF PARANASAL SINUS 
DISEASE* 


Cart L. Larsen, M.D., F.A.C.S. 
Saint Paul 


The diagnosis of suppuration and more espe- 
cially inflammation of the nasal accessory sinuses 
may at times be exceptionally difficult, requiring 
repeated examinations. 

Vander Hoeve of Holland has remarked that 
the rhinologist cannot say with absolute certainty 
that a person has no sinus affection. Many 
cases are overlooked by a too hasty examination. 
A careful analysis of the patient’s symptoms is 
always important. In acute cases pain is a very 
common symptom, while in the chronic cases it 
is surprisingly conspicuous by its absence. Frontal 
headache may be caused by an involvement of 
any of the sinuses, more particularly the frontal 
and antrum. Pain in and around the eyes is sug- 
gestive of ethmoidal infection. 

The first step in our examination should be 
anterior and posterior rhinoscopy. Observe care- 
fully the general appearance of the interior of the 
nose; the condition of the nasal mucous mem- 
brane; the presence of predisposing factors; the 
presence of polyps; the condition of the lateral 
nasal wall; the presence of discharge, its char- 
acter, location and amount. With proper illumi- 
nation this forms the sheet anchor of diagnosis 
in a study of disease of the posterior group of 
sinuses, i.e., the posterior ethmoids and sphenoid. 
Observe the condition of the epithelium and 
membrane of the olfactory fissure, the character 
of its vascularity, smoothness and secretion. Ob- 
serve the posterior tips of the middle turbinates. 
The nose should then be shrunk with a weak 
adrenalin and cocaine spray and anterior and pos- 
terior rhinoscopy repeated. 

Increased hyperemia or hypersecretion on one 
side is often associated with sinusitis on that side. 
Suction should be used and frequently secretion 
or pus will be seen that was not observed before. 
The accessory sinuses may be divided into two 
series: (1) those emptying into the middle 
meatus—the frontal sinuses, the antra, and the 
anterior and middle ethmoidal cells; (2) those 
emptying into the olfactory fissure—the posterior 
ethmoidal and the sphenoidal cells. Having es- 
tablished the existence of purulent sinus disease, 





*Read before the annual meeting of the Northern Minnesota 
Medical Association, Crookston, August, 1926. 
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the first important question is: Does the pus 
come from the first or second series, or both? 
if the pus comes from under the middle turbi- 
nate or flows back under the structure, we are 
dealing with an affection of one or more of the 
first series of sinuses, namely, the frontal, the 
anterior and middle ethmoidal cells or the antra. 
The antrum is most frequently affected of all the 
sinuses, and can immediatedy be diagnosed by 
irrigation, either through the natural opening or 
preferably by puncture through the nasal wall 
beneath the inferior turbinate. Having obtained 
pus by irrigation the question then arises whether 
we are dealing with a frank disease of the an- 
trum or is it acting as a reservoir? If the pus 
does not reappear in the middle meatus within a 
half hour we may feel sure that we are dealing 
with an isolated disease of the antrum. 

On the contrary, should the pus reappear in 
the middle meatus within fifteen or twenty min- 
utes we may rest assured that its source was not 
in the antrum, because the antrum could not re- 
fill in such a short time. Where is the discharge 
coming from? It must come from the ethmoidal 
cells or the frontal. By this time we are aware 
that we are dealing with a combined empyema. 
At this point of the examination we may submit 
our patient tg transillumination and x-ray, but 
it should not replace further scientific investiga- 
tion along lines which are necessary to arrive at 
an accurate diagnosis. An effort should be made 
to probe and wash the frontal sinus. This is 
successful in only a small number of cases, 
due to the middle turbinate and hypertrophied 
mucous membrane. A high cribriform turbinec- 
tomy should be done in order to expose all the 
openings of the sinus of the first series. This 
is of the utmost importance both for diagnosis 
and treatment. In a few days it is usually pos- 
sible to determine whether the frontal sinus or 
the ethmoids are diseased. 

As the exploration of the antrum is the first 
step in the differential diagnosis of suppurative 
disease of the sinuses of the first series, the ex- 
ploration of the sphenoid is the initial procedure 
in the differential diagnosis of suppurative dis- 
ease of the sinuses of the second series, consist- 
ing of the sphenoid and post-ethmoid cells. Hav- 
ing found purulent discharge in the olfactory 
fissure and having eliminated surface disease, the 
following eventualities come to mind: (1) empy- 
ema of the sphenoid; (2) empyema of the post- 
ethmoidal cells; (3) combined empyema. 
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Sounding and washing of the sphenoid is not 
always easy of performance. Having determined 
the presence of pus in the sphenoid, the ques- 
tion arises as to whether the pus was secreted 
in the sphenoid itself or whether it acts as a 
reservoir for secretion of the posterior ethmoidal 
cells. After washing out the sphenoid, if the pus 
appears soon in the olfactory fissure the posterior 
ethmoidal cells are secreting. The sphenoid 
opening can be packed to prevent its filling by 
ethmoidal secretion and again washed out. If 
pus appears in the washing after previously 
cleansing the nose and removing the packing, we 
recognize that the sphenoid itself is secreting the 
pus. Negative results are not of much value be- 
cause the post-ethmoidal cells may be empty at 
time of examination. Repeated negative results 
are necessary to exclude the post-ethmoids. 

Transillumination should be done in a very 
dark room. Failures are frequently seen, due to 
the difference in the size of the sinus, to thick- 
ness of walls or previous disease. Transillumi- 
nation offers us help with reference to the an- 
trum. It is of problematic value in regard to the 
frontal sinus and almost useless in as far as the 
ethmoid and sphenoid are concerned. 

The naso-pharyngoscope is also an aid, partic- 
ularly in diagnosing infections of the posterior 
sinuses. 

There can be no doubt that radiography is of 
inestimable assistance in diagnosing sinusitis, par- 
ticularly of the frontal sinus and antrum. It 
shows us the shape and size of the sinus but not 
always the contents. Proper and correct inter- 
pretation is by no means easy and this requires 
the closest codperative study between clinician 
and roentgenologist. Cloudiness is not necessarily 
evidence of disease. Cloudiness in a great many 
cases is due to: 

Variations in anatomical structure. 
Remotely healed lesions. 

Recently healed lesions. 

Existing lesions. 

. Faulty technic. 

The following, then, should be our routine in 
diagnosing sinus disease: 

1. Anterior and posterior rhinoscopy with 

suction. 

2. The naso-pharyngoscope. 

3. Transillumination. 

4. Radiography. 

Let me emphasize that nasal sinus disease in 
children is one of the most neglected fields in 
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medicine. The ethmoidal cells and maxillary 
antra have the greatest clinical significance in 
infants and young children; next in importance 
comes the sphenoid ; last the frontal. 





“ELFIN FAT REDUCING GUM DROPS” AND 
“SLENDS FAT REDUCING GUM” 


The quacks who prey on women who are over- 
weight, or who have convinced themselves that they 
are overweight, have done a thriving business in 
the past few years. Fortunes have been made in 
the sale of nostrums, most of which are utterly 
worthless, and a few of which are distinctly danger- 
ous, sold for their alleged anti-fat properties. Elfin 
Fat Reducing Gum Drops, described as “The Chew 
and Grow Thin Treatment,” are marketed by Pep- 
Giving Products Co., Inc., New York City. With 
the trade package come certain diet directions 
which alone, if followed, might result in a loss of 
weight. The A. M. A. Chemical Laboratory an- 
alyzed the preparation and reported that it was a 
“eum drop” coated with varying amounts of a mix- 
ture containing essentially sucrose and phenolphtha- 
lein flavored with peppermint. The average amount 
of phenolphthalein was 1.4 grains to each “gum 
drop.” “Slends Fat Reducing Chewing Gum” is 
put on the market either by Slends, Inc., or by 
Health Products, Inc., New York City. It is claimed 
that the preparation contains absolutely no thyroid 
or any other harmful ingredient and that it can 
safely be given to children. At the same time it is 
admitted that the drug that is used in the product 
is extract of poke-root, while the trade package ad- 
mits the presence of phenolphthalein. From its 
analysis, the A. M. A. Chemical Laboratory con- 
cluded that each piece of Slends is a piece of chew- 
ing gum (chicle) coated with varying amounts of 
a mixture containing essentially sucrose and phenol- 
phthalein, flavored and containing a small amount 
of vegetable extractives. The average amount of 
phenolphthalein was 1 grain to each piece. From 
the analysis it appears that if extract of phytolacca 
is present, the amount is insignificant. While phy- 
tolacca has long been used in fake obesity cures, in 
almost every instance it is found to be present in 
such small quantities as to produce no physiologic 
effect whatever. (Jour. A. M. A., Nov. 13, 1926, 
p. 1665.) ; 





LIBRARY FOR HOSPITAL PATIENTS 


Dr. E. P. Lyon, dean of the medical school of the 
University of Minnesota, has asked members of the 
faculty to donate books of fiction to form a library 
for the use of university hospital patients. 
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ROENTGEN-RAY TREATMENT OF 
ABDOMINAL AND PELVIC 
TUBERCULOSIS* 





Frances A. Forp, M.D. 
Rochester, Minnesota 





When Ausset and Bedart in 1897 made the first 
report of a case of tuberculous peritonitis in 
which the therapeutic use of roentgen rays fol- 
lowed the failure of many other methods of treat- 
ment, they were able to present a strikingly suc- 
cessful result. However, the same gratifying im- 
provement in individual cases has been reported 
following various modes of treatment. In 1862 
Wells reported a case of exudative tuberculosis 
in which spontaneous recovery followed simple 
laparotomy undertaken under mistaken diagnosis. 
Exploration with exposure of the peritoneum to 
air and light became the accepted vogue of treat- 
ment of tuberculous peritonitis for years. More 
recently the introduction of oxygen through ab- 
dominal puncture has been advocated and many 
good results have been obtained. The use of 
heliotherapy, of ultra-violet treatments and of 
arsenical preparations has likewise been proved 
efficacious in other cases. The continued use of 
any of these forms of treatment has shown that 
they are not infallible and, since it is accepted 
that in tuberculous peritonitis there are frequent- 
ly spontaneous cures or remissions, it is still a 
serious question for the practitioner to determine 
in the individual case the most dependable form 
of treatment. It would seem that more complete 
data covering unselected cases are required as a 
basis for the proper evaluation of all treatments. 
It is with this purpose, therefore, that I have 
reviewed various forms of abdominal and pelvic 
tuberculosis encountered at the Mayo Clinic in 
which roentgen rays have been used therapeu- 
tically alone or in combination with other treat- 
ment. 

The experimental basis for the use of roentgen 
rays in tuberculosis is still incomplete. Bergonie 
and Teissier in 1896 demonstrated that the roent- 
gen rays. were without effect on the bacillus of 
tuberculosis itself. Numerous experimenters 
have attempted to demonstrate that roentgen rays 
have a favorable effect in reducing the suscepti- 
bility of animals to tuberculosis or in producing a 
greater healing of those lesions which occur. 





*Submitted for publication August 31, 1926. From the Sec- 


tion on Roentgen oy Mayo Clinic, Rochester, Minn. 
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Such experiments have been conducted with 

‘inea pigs by Lortet and Genoud, in 1896, Ber- 
conie and Teissier, in 1897, Ritter and Moje in 
(23, and by many others. While a few investi- 
gators have reported sclerosis of the peritoneum 
on of the pleura and a walling in of a local lesion 
by dense connective tissue in contrast to prolifer- 
ating lesions in untreated animals, others have 
detected evidence of possible harmful effect from 
roentgen rays, namely the production of anemia, 
the destruction of lymphocytes, and the appear- 
ance of petechial hemorrhages in the intestines. 
In critically reviewing the results one cannot feel 
that conclusive proof has been offered of a de- 
fensive mechanism instigated by the roentgen 
rays. In general, the treatments have been of 
short duration with inadequate control groups 
and the dosagé has been inexactly expressed so 
that experiments cannot be duplicated. Besides 
this, the unusual susceptibility of guinea pigs to 
tuberculosis makes the problem quite different 
from that encountered in the treatment of tuber- 
culosis in human beings. Experiments which I 
am now conducting would indicate that in guinea 
pigs roentgen-ray treatments neither retard nor 
hasten the progress of the disease. 

On the basis of such experimental work and of 
clinical observations, several theories of the 
mechanism of the effect of roentgen rays on tu- 
berculous tissue have been elaborated. These 
havé been well summarized by Edling in his 
recent clinical review of the effects of radio- 
therapy on tuberculous lesions. The supposition 
that roentgen rays destroy the substrate of the 
bacilli, that is, the lymphoid cells and epithelioid 
constituents, is advanced by Wetterer, and Jiing- 
ling in support of this assumption calls attention 
to the fact that those forms of tuberculosis hav- 
ing an abundance of lymphoid cells are most 
susceptible to roentgen-ray therapy, whereas the 
epithelioid forms of tuberculous inflammation, 
namely tuberculids and Kienbock’s osteitis tuber- 
culosa multiplex cystica, are much more resis- 
tant. De Quervain’s hypothesis is that in the de- 
struction of the cell due to roentgen rays fer- 
ments are disengaged which dissolve the bacilli. 
Bacmeister, Petersen, Bergonie and others believe 
that roentgen rays stimulate the formation of 
connective tissue which encapsulates the disease 
focus. Stephan assumes that small doses of 
roentgen rays stimulate the epithelioid cells to 
greater activity and that the epithelioid cell rep- 
resents a defense action against the infection. 


— To or 
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This theory is supported by Ritter and Moje on 
the basis of their experimental work but is op- 
posed by Holzknecht and Jiingling. A theory of 
detoxication has been advanced by Iselin, while 
Kiipferle, having noted pyrexia after radiation 
resembling a tuberculin reaction, evolved a theory 
of autotuberculinization or vaccination. 
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Roentgen-ray treatment 
Heliotherapy 
Artificial light 
Spontaneous healing 
Surgical treatment 


Fig. 1. 
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Osler and McCrae point out that the prognosis 
in tuberculous peritonitis must be considered 
from three standpoints: (1) immediate recov- 
ery, (2) later relapses with peritoneal infection, 
and (3) on the basis of complications and remote 
effect. Iselin found that total statistics as to per- 
centage of cures mean very little unless one also 
considers the factors of age of the patient and 
degree of tuberculous involvement at the time 
treatment is instituted. The economic situation 
and intellectual level of the patient is often a 
factor in determining the length of time which 
can or will be devoted to treatment. Allbutt and 
Rolleston believe that about 50 per cent of the 
cases of tuberculous peritonitis reach spontaneous 
cure. Ochsner estimates that 50 per cent of cases 
are relieved by medical treatment. From sta- 
tistics collected from various large clinics Gassul 
obtained the comparative results shown in Fig- 
ure 1. 

It will be noted that Gassul places spontaneous 
cure of tuberculous peritonitis below 20 per cent, 
and heliotherapy, artificial light and roentgeno- 
therapy as the most effective treatments. 

Bircher, an advocate of conservative treatment 
of tuberculous peritonitis, in 1920 reported a 
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series of twelve cases in which roentgen rays 
alone were used; in all of these operation was not 
advisable because of severe toxemia or other con- 
traindication. In more than 50 per cent a favor- 
able influence by roentgen rays was noted. He 
refers to an earlier series of sixteen cases re- 
ported in 1907.. Of patients subjected to irradia- 
tion following operation, 43 per cent had been 
cured, 31 per cent improved and 25 per cent had 
died. Bircher concludes that roentgen rays 
should be used primarily only in cases of an ad- 
hesive-plastic type of peritonitis, in which opera- 
tion offers little, and in cachectic cases. After 
operation he recommends their use when there 
is evidence of fluid re-forming or when recur- 
rence is apparent. 

Iselin publishes the following tabulation of end- 
results in cases in which irradiation was em- 
ployed between 1908 and 1917, from which it is 
apparent that a 50 per cent cure of patients who 
have been traced for more than three years fol- 
lowing treatment has been attained. 


MEDICINE 


from a spread of infection through the meseu- 
teric lymph nodes and the infecting organism is 
frequently the bovine type of tuberculosis. in 
adults the peritonitis may arise from a tubercu- 
lous ulcer of the stomach, gallbladder or spleen 
or from the mesenteric lymph nodes, or from an 
intestinal lesion which penetrates to the serosa. 
In women tuberculous pyosalpinx is often the 
primary lesion. The value of surgical removal 
of the primary focus in ridding the body of an 
overburden of disease and also in reducing the 
probability of reinfection has been emphasized by 
Mayo. 

In the thirty-five cases of abdominal or pelvic 
tuberculosis in which roentgenotherapy was in- 
stituted between January, 1920, and December, 
1924, at the Mayo Clinic, the extent and type of 
tuberculous involvement is indicated in the fol- 
lowing classification : 

Peritonitis without demonstrable primary foci 
(fourteen cases): (1) with ascites (four cases, 
one inoperable), (2) fibroplastic type (eight 








TABULATION 
Abdominal tuberculosis 1908-1917 (Iselin) 












































Later | oe 
Cases reports, | Patients cured 
Cases observed, 60 observed cases | lto3years |3 or more years\Dead 
A. Accidental findings | | | | | 
a. At abdominal operation........................... | 6 5 2 2 1 
b. With radical operation for intestinal 
RNIN ciecietcserccsereicicnenenientacenesninann | 1 1 1 
B. Tuberculous peritonitis as principal disease | | 
a. Simple tuberculosis of peritoneum........ | 4 3 1 2 1 (grippe) 
SO Re eee 13 10 4 6 
c. With tumor | 13 9 2 6 1 
d. With extensive adhesions........................ } 5 4 3 1 
e. Caseous suppurative tuberculosis.......... | 7 | 6 1 1 4 
C. Peritonitis a symptom with | 
a. Intestinal tuberculosis........................--.-- | 7 4 1 | 2 2 
RN eens 3 | Z | 1 1 
c. Pulmonary tuberculosis.....................------- 1 1 
eee | 60 | 4 | 14 | 22 | 11* 








*Died either during treatment or soon after 








CLASSIFICATION OF CASES 


In the present study, as is customary in such 
cases, I have grouped tuberculous peritonitis with 
those cases in which tuberculous intestinal lesions 
or other intra-abdominal foci such as tuberculous 
adenitis were present. C. H. Mayo in a review 


of tuberculous peritonitis states that this disease 
is rarely primary. 


In children it arises usually 


cases), (3) hyperplastic type (one case), and (4) 
with abscess formation (one case). 


Peritonitis from primary foci (twelve cases): 
(1) intestinal (two cases), (2) pelvic (seven 
cases), (3) subacute tuberculous appendicitis 
(one case), and (4) mesenteric lymphadenitis 
(two cases). 


Tuberculosis of gallbladder and localized tuber- 
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culosis of peritoneum between liver and dia- 
ouraghm (one case). 

Retroperitoneal glands (one case). 

Sinus tracts: (1) to stump of appendix (two 
cases), and (2) to intestinal fistula (two cases). 

Epididymitis (unilateral) (one case). 

in two cases the type of peritonitis was not 
definitely described. 

Of these patients seventeen were males and 
eighteen females. The extremes of age at the 
time of registration were fourteen years and 
fifty-one years, four being in the second decade, 
sixteen in the third, ten in the fourth, four in 
the fifth and one in the sixth. On the basis of 
as accurate a history of symptoms as could be 
obtained, the average duration of disease before 
registration was two and one-half years. One 
patient had been ill only a few days before reg- 
istration ; in another case the diagnosis of tuber- 
culous peritonitis had been verified at operation 
sixteen years before. With but one exception 
all patients had been subjected to operation at 
some time preceding the institution of radio- 
therapy, thirty-one operations having been per- 
formed here and three elsewhere. 


TREATMENT 


Operative treatment.—The types of operation 
in their relative frequency were: (1) salpingec- 
tomy (usually bilateral with partial odphorec- 
tomy) in eight cases, (2) subtotal hysterectomy, 
bilateral salpingectomy and right oophorectomy 
in one case, (3) cholecystectomy and appendec- 
tomy in one case, (4) stump of appendix and 
of mesenteric lymph nodes in one case, (5) ex- 
ploration in eleven cases, (6) exploration and 
appendectomy in two cases, (7) ileocolostomy in 
two cases, (8) excision of sinus tract in four 
casés, and (9) left epididymectomy in one case. 

Roentgen-ray treatment.—Roentgen-ray treat- 
ments were instituted during the immediate post- 
operative convalescence in twenty-eight cases. In 
six other cases sufficient time had elapsed (from 
five months to several years) following operation 
for the effect of irradiation to be considered 
apart from that of the operation. 

The technic is based on a moderate voltage 
(135 kilovolts peak) with a relatively light filter 
(4 mm. or at times 6 mm. aluminum) and a sub- 
erythema or approximately three-fourths ery- 
thema dose. The abdomen is subdivided into 
four equal fields with four corresponding fields 
posteriorly, unless circumstances require other 
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distribution. To minimize immediate roentgen- 
ray reaction, usually only one area is exposed to 
treatment each day. Such courses are repeated 
at intervals of one month, and should be con- 
tinued when there is indication of satisfactory 
improvement until symptoms are definitely con- 
trolled. This requires on an average four or 
more courses. The technic described is very 
similar to that used by Iselin and by Bircher. It 
was frequently impossible because of financial 
circumstances for the patients to return to the 
Clinic for continued treatment. In such cases 
every effort was made to arrange suitable treat- 
ment near the patients’ homes but this was at 
times impossible. Two of the patients abandoned 
treatment without completing the first course; 
thirteen had one course of treatment only; four 
had two courses; three had three, three had 
four, two had six, and seven had twelve. In 
only one case was roentgen-ray treatment pro- 
phylactic in nature, that being the case in which 
unilateral epididymectomy was performed and 
roentgen-ray treatment given over a period of 
fourteen months. In this case slight telangiec- 
tasis appeared in the skin of the right groin and 
scrotum, the only instance of any cutaneous in- 
jury in this series. 

Uter, in a recent article, has discussed a series 
of cases in which higher voltage was used (200 
kilovolts) with a 1 mm. copper filter. Relative- 
ly short exposures were given with decreasing 
dosage on repeated treatment (% to 1/48 unit 
skin dose). He commends this method particu- 
larly because of the preservation of ovarian 
function in young women. From this standpoint 
it is of interest to note that one of the patients 
in the present series who had received five 
courses of treatment at the age of fourteen years 
has, after an interval of three years, established 
menstruation, which, although somewhat irregu- 
lar at the present time, has tended to become 
normal. One other patient, aged twenty-four, 
after two courses of treatment six months apart 
complained of irregularity of menstruation for 
one year, following which it became normal 
again. There is always, however, a definite pos- 
sibility of permanent cessation of menstruation 
following roentgen-ray treatment of this dosage. 
On the whole, the patients who have received 
several courses of treatment have been among 
those responding most favorably to treatment. 
That other factors, such as diet, rest, change of 
climate, heliotherapy and general hygienic meas- 
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ures, also play a large part is very evident, and 
undoubtedly the patients who codperate best in 
carrying through their roentgen-ray treatments 
are those who give more attention to all details 
of their treatment. 


RESULTS OF ROENTGEN-RAY TREATMENT 


Immediate results—In four cases improve- 
ment was very rapid and striking, one being the 
case in which a diagnosis had been made without 
operation on the basis of history and physical 
findings. Paracentesis had been performed twice 
for this patient but the fluid rapidly re-formed. 
Fever and diarrhea had been present for two 
years. The patient improved steadily for six 
months following one course of roentgen-ray 
treatment, at that time being practically free from 
symptoms. I have been unable to trace the pa- 
tient since that time. Nineteen patients may be 
described as definitely improved during or with- 
in a short time following their roentgen-ray treat- 
ment, while seven apparently did not improve ; one 
patient became worse, partly perhaps because of 
roentgen-ray reaction. The immediate reaction 
to roentgen-ray treatment, nausea, loss of appe- 
tite and feeling of weakness, was sufficient to 
cause two patients to abandon treatment before 
their first course was completed. One of these 
cases proved fatal in a short time; the other 
through rest and careful regimen has recovered 
satisfactorily. 

There are insufficient data in two cases to war- 
rant an opinion. A favorable response to roent- 
gen-ray treatment is characterized by improve- 
ment in appetitite within a short period, cessation 
of fever and increased weight. One of the pa- 
tients reports a gain of 40 pounds in six months 
following treatment. This experience corre- 
sponds with that of Rapp and Uter, who have 
reported increased weight and general improve- 
ment in the large majority of their cases. 

Late results——I was able to follow thirty-two 
of the thirty-five patients for periods from two to 
six years following treatment. Of this group 
fifteen were in good health with no indications 
of active tuberculous processes when last heard 
from. These patients had received an average of 
four and three-tenths courses of roentgen-ray 
treatment each. In one case the good result 
could not be attributed either to the operation 
or roentgen-ray treatment, as the symptoms of 
active pulmonary tuberculosis and abdominal dis- 
tress continued for two years after the patient’s 


visit to the Clinic. However, for the last t\.o 
years the patient has been in good health. Ovi 
of the cases was that of tuberculosis of the e;)i- 
didymis, in which case the treatment was entircly 
prophylactic; twelve courses were given over a 
period of about fourteen months. The patient 
has been entirely free from evidence of tubcr- 
culous recurrence. This group also includes a 
case of tuberculosis of the intestine at the ileo- 
cecal area; ileocolostomy was followed by five 
courses of roentgen-ray treatment. In fiye of 
the cases the result was classed as partially sat- 
isfactory. Two of the patients have been en- 
tirely relieved of abdominal symptoms but show 
evidence of active pulmonary tuberculosis. The 
other patients, while in fair general health, still 
suffer from occasional nausea and abdominal or 
pelvic pain. Ten of the group have died and one 
patient remains in as poor health as when first 
seen at the Clinic. This patient had been oper- 
ated on at nine years of age, sixteen years prior 
to her visit at the Clinic. She was given only 
one course of roentgen-ray treatment and, be- 
cause of poor financial circumstances, has been 


unable to follow up systematic treatment since 


then. Her health still remains very poor. Of 
the ten patients who have died, one died follow- 
ing a second operation for removal of an abdom- 
inal sinus tract and closing of a fecal fistula. An- 
other patient died after being in very good health 
for three years; her husband reported the death 
to be due to the effects of high blood pressure. 
According to his statement there was no evidence 
of return of the tuberculous process. Since, 
however, I am unable to verify the circumstances 
I have classed the case with the group of un- 
favorable late results. 

A study of the individual histories of the group 
affords definite evidence of instances of improve- 
ment, following roentgen-ray treatment, in 66 per 
cent of the cases. The continued well-being of 
patients suffering from tuberculosis is dependent 
on many factors of hygienic living, avoidance of 
overfatigue and freedom from intercurrent infec- 
tions. “Patients in good health after an interval 
of from three to five years are practically with- 
out exception those who have intelligently 
availed themselves of all accessible methods of 
treatment and have continued to regulate their 
activities according to medical advice. From the 
statistics of a small group reported here, roent- 
gen-ray treatment in jtself has apparently not in- 
creased the percentage of continued cures in 
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cases of abdominal or pelvic tuberculosis over 
that obtained by other methods. 
roentgen-ray treatment from its average tendency 
toward amelioration may well be considered a 
method worthy of thorough trial in cases of ab- 
dominal or pelvic tuberculosis. 


i. 


. Bergonié, J. and Teissier: 


. Edling, Lars: 


. Gassul, Ruben: 


. Jiingling, Otto: 


. Kipferle and Bacmeister: 


. Mayo, C. H.: 


13. 


14, 
15. 


16. 
17. 


. Wells, Spencer: 





However, 
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SOME OBSERVATIONS ON TRYPARSA- 
MIDE IN THE TREATMENT OF 
NEUROSYPHILIS* 





G. N. Ruuserc, M.D. 
Saint Paul 





Tryparsamide, synthesized in 1915 by Jacobs 
and Heidelberger, was subsequently developed by 
the Rockefeller Institute, and, after thorough 
laboratory and clinical investigation, has finally 
been released to the profession. It is a white 
crystalline powder, is readily soluble in water 
and admirably suited for intravenous adminstra- 
tion. It contains 24.57 per cent arsenic; its dose 
for an adult averages two to three grams weekly ; 
its spirochetal action is relatively feeble and for 
that reason is not suitable for treatment in early 
syphilis. It is given alone, or in connection with 
arsphenamine, mercury or bismuth. The favor- 
able actions produced by the drug, according to 
Brown and Pearce, are essentially of the same 
order as the change that occurs in spontaneous 
recovery. The remarkable feature of its action 
is, therefore, its ability to augment and hasten 
this process. According to Voegtlin, it is mark- 
edly superior to arsphenamine and neoarsphena- 
mine in penetrating the nervous system. It has 
very little local or general irritant action upon 
the tissues, and cumulative effects are infrequent. 

The sole disadvantage of the drug is a tendency 
to cause amblyopia, which is usually transitory 
and may rarely be permanent. For that reason 
caution should be used in its administration, es- 
pecially during the first few treatments. Records 
should be made of the fundi and visual fields, 
and one should be on the lookout for subjective 
symptoms, such as blurring, flashes of light and 
the sensation resulting often from looking at 
bright snow. These should be a warning for a 
discontinuance of the drug for a time, and if 
objective evidence of visual damage is present 
the drug should, for the present at least, be with- 
held. 

To those who are daily forced to deal with 
the difficulties of treating neurosyphilis, a new 
approach and aid in dealing with this problem 
will be welcome. Stokes, writing in 1924, re- 
marked that a new drug for the treatment of 
neurosyphilis must offer something distinctive on 
the following points: 





*Read before the Ramsey County Medical Society, Saint 


Paul, September 27, 1926. 


1. Clinical and serologic results when other 
methods fail. 

2. Few complications and a greater margin 
of safety than older methods. 

3. Lessened expense, discomfort, loss of 
time and inconvenience for the patient. 

4. Permanence of results. 

It has been known for some time that try- 
parsamide has proved satisfactory on the first 
three points, and I believe it is now being dem- 
onstrated that it satisfactorily answers the fourth. 

During the last decade definite progress has 
been made in the treatment of neurosyphilis and 
it must not be inferred that tryparsamide will 
supplant these methods. The field of its greatest 
usefulness consists of the old cases of neuro- 
syphilis and paresis. Many men are using the 
combination of arsphenamine and tryparsamide 
in early cases with gratifying results. Mercury, 
bismuth and the iodides are as valuable as ever, 
while intracisternal and intraspinal therapy will 
continue to have their definite indications, al- 
though their fields of usefulness have undoubt- 
edly been restricted. In a series of twenty-four 
cases, consisting of six paretics, three tabes, and 
fifteen neurosyphilitics, a general gain from six 
to twenty pounds, and a marked decrease in 
pleocytosis was obtained within eight to ten in- 
jections. In one case of neurosyphilis, having a 
four plus Wassermann of the spinal fluid, a 
luetic gold curve and a slight increase of cells, 
a complete reversion to normal was obtained in 
six injections. One case of tabes, with gastric 
crisis of two years duration, received prompt 
symptomatic relief by the eighth injection, after 
failure in two years time in receiving relief from 
arsphenamine, mercury and bismuth. Of six 
cases of paresis, clinical improvement has been 
secured in five. Two had prompt remissions, and 
continue to hold them. One far advanced case 
died of pneumonia during treatment. One pa- 
tient with an old tabes complained of a slight 
blurring, which promptly disappeared on discon- 
tinuing the drug. No optic atrophy or objective 
findings of visual damage have occurred. 

These findings correspond to those of Solomon 
and Veits, who also obtained a marked decrease 
in the cell count, a gain in weight, and an oc- 
casional reduction of the Wassermann and col- 
loidal gold reaction promptly from tryparsamide. 
They have also shown that it is often necessary 
to give continuous treatment for a year or longer, 
before either good serologic or clinical results 
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can be expected. In general they have obtained 
a more rapid and marked clinical improvement 
with tryparsamide than with older methods. 
Their clinical results have not been as favorable 
in the old cases of tabes, with marked signs oi 
degeneration of the spinal cord, as in those of 
early paresis which have shown remissions and 
continued to hold them. 

The following cases of paresis are probably 
more illustrative. They came under my obser- 
vation while working recently in Solomon’s clinic, 
and I acknowledge my gratitude for his allowing 
me to present these results: 


Case 1—J. B. A., male, aged 30, began in February 
1925 to have spells of headache and dizziness. He 
received the usual arsphenamine and mercury treat- 
ments until June 7, 1925, when he had a convulsion in 
his office. He was admitted to the hospital in an un- 
conscious state, and after gaining consciousness was at 
first unable to talk. During the following week he 
became more confused and restless, and finally became 
so unmanageable that he was transferred to the 
Psychopathic Hospital. His neurological examination 
showed irregular pupils, which reacted very sluggishly 
to light; reflexes sluggish, but present; blood Wasser- 
mann positive; spinal fluid Wassermann positive to .4 
c.c.; globulin three; cells three; gold sol. 555543000. 
The diagnosis was general paresis, and tryparsamide 
three grams weekly was begun. He gradually recov- 
ered from his confusion and other mental defects, and 
in three weeks was acting normally in the hospital. 
January 16, 1926, his blood Wassermann was doubtful; 
spinal fluid Wassermann positive to 1 c.c.; cells three; 
gold sol. 554430000. By July 1926, his blood and spinal 
fluid Wassermann were negative; gold sol. 44432000. 
He continues in remission and conducts his business 
normally one and a half years after onset. Mentally 
he is markedly improved. He still continues treatment. 


Case 2.—H. W., a white male, aged 45, developed in- 
volvement of the nervous system in December 1921. He 
was under intravenous and intraspinal treatment until 
April 1923. During this time he gradually declined in 
mentality, his memory became poor, his judgment and 
insight disappeared, he became depressed and then de- 
lusional, and was admitted to the hospital in May 1923. 
In the hospital he conducted himself in a quiet and 
orderly manner. He felt fine and said he had no 
trouble. One of his delusions consisted of the thought 
that he had $12,000.00 and that he was doing his work 
better than he ever had before. He felt that he could 
do anything. His grasp of general information was 
poor. Physically he was well nourished; he had Argyll 
Robertson pupils, and the right one was irregular; he 
had a slight facial tremor; his gait and station were 
good; his blood and spinal fluid were positive, the 
spinal fluid to .05 c.c; positive globulin; cells 43, and 
gold sol. 555554300. His diagnosis was general paresis. 
In June 1923, tryparsamide, three grams weekly, was 
begun, and he still was receiving the drug when I saw 
him in 1926. He gradually recovered and within a 
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year began work. By April 1926 his spinal fluid was 
practically normal, with the exception of a small amount 
of globulin. In July 1926, he was still working as 
a carpenter and able to perform his work efficiently. 


Case 3—A. G., a male, aged 52, had a chancre at 
eighteen, and received some treatment at that time. In 
1917, he had chilly and sweating spells, and his health 
began to fail. In 1919, he was given six salvarsan in- 
jections. He became worse and was forced to stop 
work in November 1919. He deteriorated mentally, 
threatened suicide, and was taken to the hospital. 
Mentally he was confused and apathetic; he was slow 
and indifferent. His speech was slurred; he was dis- 
oriented for time, and he had a memory impairment 
for recent events. His gait was slow and slightly 
ataxic; his Rhomberg was marked. The right pupil 
was larger than the left, and the left was irregular and 
did not react to light. He had a tremor of the lips, 
hypotonus of muscles, and a general dulling of sensa- 
tion. His right knee-jerk and ankle-jerk were absent. 
He was trephined December 1919, and a ventricular in- 
jection of arsphenamized serum was done. He had a 
severe reaction and became maniacal for a time. Dur- 
ing 1920 he received four intraventricular treatments 
and in addition was given arsphenamine intravenously 
supported by intraspinous therapy. His blood was posi- 
tive and spinal fluid Wassermann was positive to .05 c.c. ; 
cells 27; gold sol. 55555541000. His diagnosis was gen- 
eral paresis. He improved and by July 1920 felt well 
and wanted to return to work. He returned to work 
in September at his old position as a civil engineer, and 
stated that he got along just as well as formerly. 
However, his serology at that time had shown no special 
improvement. In 1921 and 1922 he received arsphenam- 
ine intravenously monthly. No treatment in 1923. In 
1924, his blood Wassermann was questionable; spinal 
fluid Wassermann positive to 1 c.c.; globulin 2; cells 2; 
gold sol. 5555543100. Clinically a good result so far, 
but no special improvement in the serology. During 
1924, until August he received arsphenamine twice 
monthly, after which he received tryparsamide, three 
grams twice a month, and by December 1925 his blood 
Wassermann was negative; spinal fluid Wassermann 
was negative, and globulin and gold sol. were negative. 
A reversion to normal had been secured. A good clin- 
ical result had been obtained under the old methods, 
but his serology practically remained unimproved. He 
was like a man sitting over a volcano; at the time he 
was all right, but he did not know when it was liable 
to go off. He continues in remission, and is still under 
treatment of tryparsamide once a month. With a nega- 
tive fluid his outlook is much better. 


Case 4.—G. B., a male, aged 41, began in 1920 having 
sharp lightning-like pains in the legs and ears. His 
blood was strongly positive. He received treatment off 
and on for four years, but during 1924 he began to 
become very forgetful and a change in personality took 
place. He had a twitching of the face and a paralysis 
of the left arm, which lasted only a week or so. He 
began to have trouble in walking and fell in the street 
several times. He became extravagant and did not 
know what he did with his money. His judgment be- 
came poor, his memory failed, and there was such a 
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change in personality that his wife was forced to leave 
him. He would fall asleep while working, and would 
lose himself on the streets. He was admitted to the 
hospital March 1925. His blood was positive; spinal 
fluid Wassermann was positive to .2 c.c. and he had a 
strong paretic gold curve. His diagnosis was general 
paresis. Intelligence test revealed him to be eleven 
years four months of age mentally, with an intelligence 
quotient of 71. He was given malaria (eighteen par- 
oxysms.) One month after recovery from malaria his 
mental age was thirteen years two months, and intelli- 
gence quotient 81. Tryparsamide, three grams weekly, 
was begun; his fluid showed no improvement after 
malaria, although he had a prompt remission and kept 
on improving. By August 1925, he was working as a 
musician again, and doing well. In February 1926 there 
was no special improvement in the spinal fluid. He 
corresponded to the condition of Case 3 in 1924. He 
appears in better mood, and looks on life with a dif- 
ferent attitude; he does his work well; his wife has 
returned to him, and they are going into housekeeping. 
His fluid has as yet shown no marked improvement 
under arsphenamine and tryparsamide, which he is re- 
ceiving weekly. He continues in remission eighteen 
months so far, and is supporting his family. 

Case 5.—F. W., age 27. His family noticed a great 
change in his personality beginning in 1919. Formerly 
he was an efficient and conscientious worker, but he 
gradually became shiftless and listless, was unable to 
¢arry out commands in his work, and was discharged 
and failed to provide for his family. His blood and 
spinal fluid were strongly positive, and he was placed 
under routine treatment until June 1923. At that time 
he was well developed physically. His pupils did not 
react to light, they were large and irregular, the right 
greater than the left, and both reacted sluggishly to 
accommodation. He had a marked slurring of his 
speech; his knee jerks were slightly exaggerated. His 
spinal fluid Wassermann was positive to .05 c.c.; gold 
sol. 55555540000; cells 4. Mentally he was indifferent 
to his surroundings, and was unable to comprehend 
questions, and, therefore, could not answer them clearly. 
He was not confused. He knew where he was, but 
one got the impression that his mind was much younger 
than his physical make-up. He answered most of the 
questions put to him with a silly grin. When asked 
whether he had a chancre, he did not seem to compre- 
hend the question. Orientation as to time and place was 
complete. He had no hallucinations or delusions. Mem- 
ory for present events was poor. He seemed to re- 
member past events fairly well, and could give dates of 
admission and discharge from the army, date of mar- 
riage, etc. His judgment was very poor. His diagnosis 
was general paresis. He was placed on tryparsamide, 
3 grams weekly. By December 1923 there was a de- 
cided physical improvement which was easily notice- 
able, and he answered questions more intelligently. In 
January 1924 the spinal fluid was the same as in June. 
He continued to improve clinically, so that in February 
1924 he began coming to the clinic alone, whereas he 
formerly always had to be accompanied. In April he 
began working in a lumber yard, but had to give it up 
on account of severity of the work. His mental con- 
dition had not improved as much as his physical con- 
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dition, which was excellent, although he answered ques- 
tions more promptly, and could be kept on one subject 
for a while, which in itself was a definite improvement. 
He continued treatment with no serological improve- 
ment. In April 1925 he was given malaria, but no 
special benefit was secured. His serology was as posi- 
tive as previously, and his mental condition remained 
the same as before. He was again placed on tryparsa- 
mide, 3 grams weekly, and by February 1926 his blood 
Wassermann was negative; spinal fluid Wassermann 
was weakly positive to 1 cc. of fluid and gold sol. 
1331000. By August his blood was negative, and his 
spinal fluid had reverted to normal. The mental con- 
dition has not improved over the last year, although 
the net improvement since the beginning of tryparsa- 
mide was marked. His physical condition is excellent, 


and it presents an example of a marked pathologica! 
spinal fluid that was finally reduced by tryparsamide 
and malaria. 


These are a few observations on the action of 
tryparsamide in syphilis of the nervous system. 
A natural tendency is always present to be en- 
thusiastic over a new aid in solving a hard prob- 
lem. However, it should be borne in mind that, in 
spite of all we can do, many cases of the severe 
forms of syphilitic infection of the nervous sys- 
tem will terminate fatally. The importance of 
making the diagnosis early and carrying out in- 
tensive prolonged treatment and using serology 
as a guide cannot be overemphasized. 





WHY THE LIVING NEED ACCURATE RECORDS 
OF THE DEAD 

Human life is sacred. When a human being passes 
out from our life it is important that an immediate rec- 
ord be made of all the essential details of the event— 
an immediate record, because it is well established by 
years of experience that an accurate record in all cases 
can not or will not be made unless the law requires it 
to be made at once. Such a record should include the 
facts relating to the exact time and place of death, thé 
full name, age, sex, color, civil condition, occupation, 
place of birth, and other details relating to the indi- 
vidual, and also, a very important requirement, a state- 
ment by the attending physician, or by the health offi- 
cer or coroner, of the cause of death. These facts 
may be of the greatest legal and social importance. 

(1) Certificates of death, or certified copies, are con- 
stantly required in courts and elsewhere to es- 
tablish necessary facts; 

(2) Pensions or life insurance may depend on proper 
evidence of the fact and of cause of death; 

(3) Titles and rights to inheritance may be jeopar- 
dized by the failure of records; 

(4) Deaths should be registered that public health 
agencies—National, State and municipal—may 
know the cause of death and act promptly to 
prevent epidemics ; 

(5) Deaths should be registered promptly that the 
success or failure of all measures attempted 
in the prevention of disease may be accurately 
determined ; 

(6) Deaths should be registered that individual cities 
and localities may learn their own health con- 
ditions by comparison with the health condi- 
tions of other communities and determine 
thereby the wise course of public health ac- 
tivity ; 

(7) Deaths should be registered that homeseekers 
and immigrants may be guided in the select- 
ing of safe and healthful homes. 


THE DIFFERENCE BETWEEN MEMBERSHIP 
AND FELLOWSHIP IN THE A. M. A. 


From time to time we find that many of our members 
are confused as to the difference between Membership 
and Fellowship in the American Medical Association. 

The following article is therefore reprinted from 
the American Medical Association Bulletin for the in- 
formation of our members: 

ONCE MORE: MEMBERSHIP-FELLOWSHIP 

Every member in good standing in any constituent 
state medical association, whose name is reported to the 
secretary of the American Medical Association for en- 
rollment, is a member of the American Medical Asso- 
ciation. No member of the American Medical Associa- 
tion is called on, as such, to pay any dues or to con- 
tribute financially to the Association. 

Every member of the American Medical Association 
in good standing is eligible for Fellowship. To qualify 
as a Fellow, a member in good standing has only to 
make formal application for that relation and to sub- 
scribe for the Journal. Fellowship dues and subscrip- 
tion to the Journal are both included in the one annual 
payment of $5, which is the cost of the Journal to sub- 
scribers who are not Fellows. 

None but Fellows are eligible for election as officers ; 
none but Fellows can serve as members of the House 
of Delegates; none but Fellows can register at the 
annual sessions of the Association or participate in the 
work of its scientific sections. 

On July 1, 1926, there were 92,827 names on the 
membership roll, 60,021 of which were duly listed on 
the Fellowship roster. 

Members of state medical associations pay dues to 
those bodies, but they pay nothing to The Amer- 
ican Medical Association. Fellows pay dues and 
subscriptions to the Journal in the sum of $5 a 
year, which has nothing to do with county or state 
dues.—Editorial, Illinois Medical Journal, August, 1926. 
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EDITORIAL 


The New Year 


The beginning of a new calendar year finds 
the machinery of the State Association in good 
working order and the newly appointed commit- 
tees ready for work. A list of the new commit- 
tees appears under the heading “Officers and 
Committees” in the front part of the journal in 
this issue. 

Our annual meeting this year has been set for 
Wednesday, Thursday and Friday, June 29 to 
July 1, inclusive, at Duluth and we are assured 
the ice will be out of the lake by that time. 


EDITORIAL 





Members wishing to appear on the program 
should communicate with the secretary. 
Attention is again called to the fact that the 
State Association no longer furnishes legal serv- 
ices to members in malpractice suits. Each phy- 
sician must decide for himself what policy he 


wishes to carry. He would do well to ask him- 
self the following questions: 

1. What is the financial backing of the com- 
pany? 

2. What experience has the company had in 
the defense of medical cases? 

3. What service has the company given in 
the past? 

4. What exceptions are specified in the con- 
tract ? 

5. Are the doctors, nurses and office assist- 
ants in my employ covered? 

6. Am | protected in case my partner is 
sued? 

In this number of the journal appears the con- 
stitution of the Association with changes pro- 
posed at the last annual meeting in bold type. 
Publication will be repeated before the next an- 
nual meeting in accordance with the provisions 
of the present constitution. The Association is 
acting under the new by-laws, which are also be- 
ing published for the information of members. 
Read them. 





Scarlet Fever Immunization 


It is not surprising in view of the compara- 
tively recent discovery of the scarlet fever strep- 
tococcus that a diversity of opinion exists as to 
the present status of scarlet fever immunization. 
An incredible amount of work, however, has 
been done along this line and it is safe to predict 
that we will in a short time be able to immunize 
against scarlet fever as satisfactorily as against 
diphtheria. Obviously the duration of induced 
active immunization against scarlet fever is at 
present a matter of conjecture. 

The precise number of strains of streptococci 
capable of producing clinical scarlet fever is as 
yet undetermined. It is felt by some bacteriol- 
ogists at least that our present methods of differ- 
entiation of bacterial strains through their cul- 
tural characteristics and of their toxins by skin 
or serological reactions are not conclusive. The 
fact that there occurs only about a 3 per cent 
recurrence of infection from scarlet fever clini- 
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cally is rather conclusive proof that a group 
rather than strain immunity results from an at- 
tack of the disease. 

Diverse opinions as to the value of the Dick 
skin reaction are probably due to several factors. 
The amount of toxin recommended for the skin 
test is based on the amount of toxin which will 
produce positive reactions in the most suscepti- 
ble. It is possible that positive reactions indicate 
only the most susceptible and many negative in- 
dividuals may therefore be susceptible to the dis- 
ease. This might well account for the occasional 
appearance of the disease in Dick negative in- 
dividuals. Experience may very well show that 
a stronger toxin will more accurately differen- 
tiate the susceptible from the immune. Experi- 
ence, too, in the interpretation of skin reactions 
is essential. Pseudo-reactions are confusing. 
One who has the opportunity of reading Dick 
tests only occasionally is necessarily uncertain in 
his interpretation. It is perhaps significant that 
in attempts to immunize large groups of children 
the Dick test is commonly omitted both before 
and after inoculation. 


When it comes to the prevention of scarlet fe- 
ver in contact individuals the logical method 
would seem to be the administration of the 
prophylactic dose of antitoxin as in handling 
diphtheria contacts. The pursuance of this 
method has not proven highly satisfactory, so 
far, partly perhaps because too small a dose has 
been given and partly, too, because the duration 
of such a passive immunity is too short (two to 
three weeks) for practical purposes. The de- 
sirability of avoiding inoculations with horse se- 
rum in preventive measures is an additional con- 
traindication. 


It has been conclusively proven that an active 
immunity to scarlet fever can be produced by 
toxin injection. Theoretically and practically 
such toxins should contain killed bacteria as well 
as toxin in order that antibodies may be devel- 
oped not merely to exotoxins but also to the 
streptococci themselves and possible endotoxins. 
For the same reasons antitoxins produced by 
inoculation of the horse with bacteria as well as 
their toxins should be chosen for therapeutic 
use. 

The various biological houses offer toxins to 
be given in increasing doses for the production 
of active immunity to scarlet fever. Three and 
four doses of varying amounts are recommended 


but the physician is at a loss to know how muc! 
should be given to assure a high percentag: 
chance of immunity production. As a matter 
of fact this question cannot be accurately an- 
swered at the present time. The administratio: 
of a total of 850 skin test units as first used 
by Zingher was doubtless too small a dose. The 
Dicks in 1925 found that a total of 5,000 to 6,000 
units produced immunity in about 66 per cent of 
cases and that as high as 10,000 to 12,500 units 
were necessary to produce immunity as shown by 
the Dick test in 91 per cent of cases. 


We, in Minnesota, have been particularly in- 
terested in the work of Dr. Larson at the Uni- 
versity of Minnesota Medical School with the 
preparation of both diphtheria and scarlet fever 
toxins treated with sodium ricinolate. Larson 
has shown that the addition of this castor oil 
soap lessens the toxicity of various toxins such 
as the diphtheria, scarlet fever and tetanus, but 
for some reason not the botulinus toxin. Re- 
cently Carmichael of the University of Cincin- 
nati has reported a similar detoxifying action on 
ricin, the poisonous principle of the castor oil 
bean. This detoxifying action of sodium ricino- 
late, according to Larson, does not diminish the 
antigenic properties of the various toxins and 
makes possible the administration of larger doses 
of the toxin than would otherwise be possible. 


The advantage of Larson’s detoxified scarlet 
fever toxin is obvious in view of the reported 
necessity of doses aggregating 10,000 to 12,500 
skin test units. 

Various reports of experience with Larson’s 
detoxified scarlet fever toxin indicate that more 
than one inoculation of 3,000 units (the usual 
dosage contained in 1 c.c. of the mixture) is nec- 
essary to produce a high enough immunity per- 
centage for practical use. Larson himself rec- 
ommends a repetition of this initial dose of 3,000 
units in two to three weeks’ time and preferably 
a third dose three weeks after the second dose. 
In adults half the initial dose is recommended. 


Thousands of children, the majority in the 
Twin Cities, have been inoculated with Larson’s 
vaccine with no demonstrable ill effects. Occa- 
sionally a slight temperature follows which lasts 
a few hours, and Iler and Lochead report the 
production of a chill in two out of 783 children 
treated. 

Recently some 20,000 school children in Min- 
neapolis have received combined diphtheria and 
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inoculations in three doses at 


scarlet fever 
weekly intervals with no deleterious results. A 
series of 100 children so treated showed 100 per 
cent immunity by the Dick test two months later. 
There is no theoretical reason for not using the 
combined vaccine although one might hesitate to 
recommend the administration of two toxins of 


this sort at one time. This innovation would 
simplify inoculations on a large scale. 

Attention should be drawn to the importance 
of inoculation of children in the pre-school age 
as well as school children because of the danger 
of immune carriers infecting the younger mem- 
bers of the family. 

An attempt has been made to sum up the pres- 
ent status of scarlet fever immunization in as 
unbiased a manner as possible. Time will clear 
up certain questions which cannot be positively 
answered at present and particularly as to the 
duration of immunity produced. 





Is It Up to the Doctor? 


For three years a semi-charitable Home for 
Convalescent Women has been conducted in 
Saint Paul by a group of young women known 
as The Junior League. Although a similar con- 
valescent home in Minneapolis is well filled the 
Saint Paul home has not been called upon to 
render the fullest service of which it is capable. 
The question naturally arises, why? 

In the middle ground between the well-to-do 
and those wholly dependent on free care in case 
of sickness there should be a need in a city the 
size of Saint Paul for a home for convalescent 
women at the very reasonable price of a dollar a 
day. While the average city hospital as well as 
private hospital patient remains in the hospital 
until well enough to go home, many have no 
homes of their own in the city nor anyone to 
care for them during convalescence. We feel 
sure that more publicity would keep the home 
with its limited capacity full to overflowing. 

The use of the home is not limited to Saint 
Paul women, and physicians throughout the state 
may find an opportunity to render a real service 
to an occasional patient as well as the home by 
simply mentioning its existence at 577 Oakland 
Avenue, Saint Paul. Communications may be 
addressed to the Junior League Convalescent 
Home for Women, Miss Dickman, R. N., in 
charge. 





COMMUNICATIONS 





COMMUNICATIONS 
December 10, 1926. 
THE FOLLOWING FACTS ARE CALLED TO 

THE ATTENTION OF THE PROFESSION: 

It is evident that all physicians in the state have not 
familiarized themselves with the Vital Statistics Law 
in relation to the recording of births of illegitimate 
children. This is borne out by many records received 
for such cases which contain full information as to the 
father. Attention is called to Section 5356 (which de- 
fines data required to be given on birth certificates) of 
the law, which reads in part as follows: 

“Full name of father, provided that if the child is 
illegitimate the name or residence of, or other identi- 
fying details relating to, the putative father shall not 
be entered without his consent, except as provided in 
Section 5365-A.” 

Section 5365-A reads as follows: “Judgment of pa- 
ternity—Facts to be recorded—Whenever the clerk of 
the district court shall report to the state registrar that 
a judgment has been entered determining the paternity 
of an illegitimate child, the state registrar shall record 
the name of the father, and sufficient data to identify 
the judgment, in connection with the record of the birth 
of the child appearing in his office, and also in connec- 
tion with the record of death of the child, if there be 
such record. A report by the clerk of the subsequent 
vacation of such judgment shall be recorded in like 
manner. 

“Likewise whenever any district court shall enter a 
judgment that any person named ona birth certificate or 
death certificate, as the father of an illegitimate child, is 
not in fact the father of such child, the clerk of such 
court shall forward to the state registrar and to the local 
registrar of the district in which such birth or death 
is reported, a copy of its judgment; whereupon, it shall 
be the duty of such registrars to make such corrections 
as to the statement of paternity on such birth or death 
certificate, and to attach to the original, or to his 
record of the original, a copy of such judgment.” 

Section 5365-B prevides that no member of the State 
Department of Health, nor the State Registrar nor any 
local registrar, or any person connected with the office 
of either, shall disclose the fact that any child was 
illegitimate, except when so ordered by a court of 
record. Frequently a great deal of correspondence is 
involved in cases of this kind which comes up for 
court action, and when particulars as to the father are 
given complications often arise. The attending physi- 
cian should be relieved of all responsibility as regards 
furnishing information relating to the father. It is 
urged that no questions be asked of the mother per- 
taining to the father or putative father unless such 
particulars are filled in on the record with the father’s 
consent. 

It may also interest you to know that under the Min- 
nesota Law the subsequent marriage of the parents of 
an illegitimate child to each other legally legitimatizes 
the child. Section 5365-D of the law then provides 
how the father may proceed in order to correct the 
record. Gerpa C. Pierson, Director, 

Division of Vital Statistics, 
Minnesota Department of Health. 
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Dr. J. H. Beaty 

Dr. J. H. Beaty, a practising physician in St. Cloud 
for the past thirty years, died at the age of 56 years, 
Saturday, November 27, 1926, at St. Raphael’s Hospi- 
tal, St. Cloud, following a short illness. 

James H. Beaty was born at Oak Center, Wabasha 
County, Minnesota, January 26, 1870, son of John H. 
and Mary Frances Beaty. 

He attended the public and high schools of Lake 
City, Minn., and graduated from the College of 
Homeopathic Medicine and Surgery of the University 
of Minnesota in 1895. Since then he has been en- 
gaged in his practice in St. Cloud. 

In 1900 Dr. Beatty took a postgraduate course in 
New York and in 1907 studied for several months in 
clinics of England and Germany. Dr. Beaty was a 
member of the Minnesota State Homeopathic Institute, 
of the American and Minnesota State Medical Associa- 
tions and of the Stearns-Benton County Medical So- 
ciety, of which latter organization he had been presi- 
dent. 

He was an enthusiastic member of the commercial 
organizations of St. Cloud and was one of the found- 
ers of the St. Cloud Improvement Association, which 
was reorganized into the Commercial Club and later 
the Chamber of Commerce. He was a member of the 
Library Board and affiliated with the Masons and Elks. 

Dr. Beaty was devoted to the ideals of his profes- 
sion, in the practice of which he was very liberal in 
giving service to the needy. As a physician, as a citi- 
zen, and as a man he was very highly esteemed not 
only in St. Cloud but in territory adjacent to the city 
and in other parts of Minnesota where he was well 
known. 

Dr. Beaty is survived by his wife and adopted son; 
by three brothers, George, William and John Beaty of 
Lake City; one sister, Mrs. Addie Selover, Long 
Beach, Cal., and Frank Beaty, a nephew, Lake City. 





Dr. L. C. Weeks 


The epic figure of the country doctor recedes a lit- 
tle further with the death in Detroit Lakes, Minn., 
Sunday, Dec. 19, 1926, of Dr. L. C. Weeks. 

Deserting good prospects for city practice in Chica- 
go he went to Northwestern Minnesota 30 years ago 
and has served his community since. 

Last summer when he had returned from a vacation 
following a paralytic stroke a community-wide cele- 
bration for his recovery was held. The mayor, the 
ministers of the town, fellow physicians from Detroit 
Lakes and nearby towns and 500 friends attended. 

The second stroke which Sunday proved fatal oc- 
curred at the Minnesota-Michigan football game this 
fall. He was 57 years old. 

The history of Dr. Weeks’ practice in Detroit Lakes 
is the history of medical development in Northwest- 
ern Minnesota. Born in Hartland, Waukesha county, 
Wisconsin, in 1869, he was educated at Litchfield, 
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Minn., high school. He began his medical education 
at the University of Minnesota, transferring in 189) 
to Rush Medical college, Chicago, and graduated there 
in 1892. After serving for 18 months as house physi- 
cian of the Presbyterian hospital in Chicago, he was 
appointed instructor in anatomy and physiology at 
Rush. 

Although bright prospects were opening before him 
as a city physician, Dr. Weeks decided to become a 
country doctor. He came to Detroit Lakes when it 
was a village of 1,500 people and when the country 
around was undeveloped. 

In 1905, when Dr. Weeks built and equipped the first 
hospital in Detroit Lakes, he met with indifference. 
The hospital was considered a radical innovation. Pa- 
tients were taken to larger towns for treatment, and 
as a result, in 1909 the hospital was closed. 

The doctor persevered in his plans. Many difficult 
operations had been performed and the fame of the 
country doctor was spreading. In 1919 the hospital 
was reorganized in the original building by community 
doctors, with the co-operation of Dr. Weeks. Since 
then the hospital has been successful. 

Honors then came to him. Among these was his 
election to a fellowship in the American College of 
Surgeons in 1921. 

Dr. Weeks is survived by his wife and three children. 


OF GENERAL INTEREST 


Dr. Walfred Johnson is now located at Sauk Center, 
Minnesota. 

Dr. O. O. Larsen has moved from Detroit Lakes, 
Minnesota, to Fergus Falls. 

Dr. J. W. Andrist, formerly of Owatonna, Minne- 
sota, is now located at San Diego, California. 

Dr. Robert Guilmette, formerly of Canton, Minne- 
sota, is now practicing in Hankinson, North Dakota. 

Dr. J. G. Millspaugh of Little Falls has gone to 
Arcadia, California, where he will spend the winter 
months. 

Dr. A. E. Baldwin has moved his practice from 
Brownsdale, Minnesota, to Houston, Minnesota, where 
he is naw located. 

Dr. P. E. Hermansen, formerly associated with Dr. 
R. A. Beise at Brainerd, Minnesota, is now located 
at Ivanhoe, Minnesota. 

Dr. L. W. Gange has announced the removal of his 
office from Aberdeen, South Dakota, to 508 Lowry 
Building, Saint Paul, Minnesota. 

The Rodda-Robb-Wilder clinic, formerly of the 
Abbott hospital, Minneapolis, is now established in 
their new quarters at 1801 Lyndale Avenue South, 
Minneapolis. 

Dr. H. Kennon Dunham of Cincinnati addressed the 
Lymanhurst hospital staff in Minneapolis, Saturday, 
December 4, on the subject “X-ray work in tuberculosis 
examinations.” 


Dr. William H. Rumpf, Jr., has announced his asso- 
ciation in practice with Dr. Everett C. Hartley with 
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ofices in the Lowry Building, Saint Paul, for the 
practice of his specialty, obstetrics and gynecology. 

The clinical laboratory of the Minneapolis Clinical 
Association is the only laboratory in Minnesota ap- 
pearing on the approved list of clinical laboratories 
recently issued by the American Medical Association. 

Announcement has been made of the marriage of 
Dr. Alfred Hoff of Saint Paul to Miss Marjorie Monk- 
house of that city, which took place in December. 
Dr. and Mrs. Hoff are now at home at 1011 Goodrich 
Avenue, Saint Paul. 

Dr. M. J. Kern of St. Cloud was elected coroner 
of Stearns County for a period of four years at the 
recent general election. Dr. H. A. Rinault of St. 
Joseph, who has been coroner of Stearns County for 
thirty years and who is now 71 years of age, did not 
file for re-election. 

Plans to stamp out charlatanry in Wisconsin have 
been announced by Dr. Robert E. Flynn of La Crosse, 
secretary of the Wisconsin Board of Medical Ex- 
aminers. The drive was started in Milwaukee, Friday, 
December 3, and will be continued until every quack 
doctor and pseudo-medical practitioner is put out of 
business, it was announced. 

Dr. John L. Shellman of Saint Paul was elected pres- 
ident of the Minnesota Academy of Ophthalmology 
and Otolaryngology at the October meeting of the so- 
ciety. Other officers for the coming year are: Dr. 
Walter E. Camp, Minneapolis, first vice president; Dr. 
F. N. Knapp, Duluth, second vice president; Dr. John 
H. Morse, Minneapolis, secretary-treasurer. 

At a recent meeting of the Chicago Federation of 
Labor a charter was granted to the Diagnosticians’ 
union, composed of physicians of Chicago employed by 
the city health department. The motive for forming 
such a union, it was stated, was to demand an increase 
in remuneration for services rendered. Dr. M. J. 
Sullivan, a delegate for the physicians’ organization, 
asserted that the health department paid its employes 
$25.00 a week and allowed a physician only 3 cents for 
a call. 

Dr. F. W. Schlutz, professor of pediatrics at the 
University of Minnesota, medical school, will represent 
the American Pediatrics Society at the fifth Pan- 
American Child Congress at Havana, Cuba, February 
13 to 20, 1927. Dr. Schlutz will present a paper on the 
influence of child welfare agencies upon the death rate 
of a community. The results and experiences gained 
from child welfare agencies in Minnesota and its larger 
cities will form the basis of his report. Dr. Schlutz 
has also been invited by the Argentine Pediatrics So- 
ciety and the Argentine Medical Society to be one of 
the official guests at a meeting of these groups in 
Buenos Aires in July. 


NEWS FROM THE MAYO CLINIC BULLETIN 


Dr. Oscar Gans, Professor of Dermatology and 
Dermatopathology, University of Heidelberg, gave the 
second of the series of Mayo Foundation lectures in 
the Clinic Assembly Room on the evening of November 
23. His subject was, “Skin manifestations of the dis- 
orders of the sympathetic nervous system.” Imme- 
diately following the lecture Dr. Albert Kuntz, Pro- 
fessor of Anatomy, St. Louis University, gave a Mayo 
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Foundation lecture on “Muscle tonus in relation to 
sympathetic innervation.” 

Dr. F. M. Constans, formerly of the Mayo Clinic, 
announces his association with Dr. H. E. Binger, 824 
Lowry Building, St. Paul, for practice limited to eye, 
ear, nose and throat. 

Interurban Surgical Society: The meeting of the In- 
terurban Surgical Society was held in Rochester No- 
vember 19 and 20. 

Mayo Foundation Lecture: Dr. Donald D. Van 
Slyke, member of the Rockefeller Institute, gave a 
Mayo Foundation lecture in the Mayo Clinic lobby on 
the evening of November 22. His subject was, “Urea 
excretion in nephritis.” 

Minnesota Society of Internal Medicine: The first 
meeting of the Minnesota Society of Internal Medicine 
was held in Rochester November 8. There was a pro- 
gram of clinics and papers. 

Dr. L. E. Barnett, Emeritus Professor of Surgery, 
University of Otago, New Zealand, visited the Mayo 
Clinic on his return from a trip to England, where he 
attended the meeting of the British Medical Associa- 
tion. Dr. Barnett is President of the Australian branch 
of the British Medical Association. 

Dr. Donald D. Van Slyke, of the Rockefeller Insti- 
tute, New York City, gave a Mayo Foundation lecture 
in Rochester, November 22. His subject was “Urea 
excretion in nephritis.” 

Dr. H. W. Meyerding was elected president of the 
Clinical Orthopedic Society at the meeting in Detroit, 
November 5. 

Dr. W. D. Sheldon was elected president of the Cen- 
tral Neuropsychiatric Society for the coming year at 
the October meeting of the society in Cincinnati. 


$100,000 OFFERED FOR CONQUEST OF CANCER 


Two prizes of $50,000 each have been offered by 
William Lawrence Saunders of New York for discov- 
eries of the causation, prevention and cure of cancer. 
The offer was made on December 15, 1926, and will 
stand for three years. The donor expects to renew it, 
if necessary. 

Mr. Saunders is Chairman of the Board of Directors 
of the Ingersoll-Rand Company, Director of the Fed- 
eral Reserve Bank of New York and President of the 
United Engineering Company. 

The decision upon which the awards will be made is 
to be reached by the American Society for the Control 
of Cancer and approved by the American Medical As- 
sociation and the American College of Surgeons. 

It is Mr. Saunders’ idea that discoveries are not al- 
ways made by experts and that “through the lure of a 
reward this serious problem might be solved through 
the genius of a lay mind, by chemists or through un- 
organized medical sources.” 

The offer of Mr. Saunders to the American Society 
for the Control of Cancer has not yet been formally 
acted upon by the Society, and it is impossible to say 
at this time what rules other than those proposed by 
Mr. Saunders will control the decision. Information as 
to how persons who wish to present their discoveries 
for consideration should proceed will be announced 
later. 
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Mr. Saunders made his offer known through a letter 
to Dr. C. N. B. Camac of New York under date of 
December 13, 1926, and read by Dr. Camac at a dinner 
given in the interests of the American Society for the 
Control of Cancer by President Nicholas Murray But- 
ler of Columbia University and Honorable Charles 
Evans Hughes. 


SPECIAL COURSES FOR PHYSICIANS IN TREATMENT OF 
VENEREAL DISEASE 


Surgeon General Hugh S. Cumming has announced 
that the U. S. Public Health Service, as a part of its 
cooperative work with State health departments in the 
control of venereal diseases, will give special courses 
of training to physicians, clinicians, and health officers 
at its venereal disease clinic, Hot Springs, Arkansas. 

This clinic, which is operated by the Public Health 
Service in a new building belonging to the Department 
of Interior, offers exceptional opportunities for the 
study of the venereal diseases, especially in clinical and 
laboratory diagnosis, treatment methods, and clinic 
management. Here, studies of the many practical and 
scientific problems connected with venereal disease con- 
trol are carried on. Last year 3,570 indigent persons 
were examined at the clinic; 3,064 cases of syphilis 
and gonorrhea were diagnosed and given a total of 
32,315 treatments. 

Surgeon General Cumming states that the instruction 
courses which now are offered will consist of a series 
of lectures by the Director and the Consulting Spe- 
cialists attached to the clinic, demonstrations in lab- 
oratory and treatment methods, and practical experi- 
ence in the diagnosis and treatment of syphilis and 
gonorrhea in various stages through participation in 
the routine work of the clinic. New classes of not 
more than ten physicians will form on the first of each 
month and the course will continue for a minimum of 
thirty days. Engraved certificates will be presented by 
the Public Health Service to those who satisfactorily 
complete the thirty-day course. 

Fees are not charged for this course of instruction. 
The individual physician, however, will necessarily pro- 
vide his own travel expense to and from Hot Springs 
and his living expenses while there. 

Interested physicians should write to Dr. A. J. Ches- 
ley, Secretary State Board of Health, State Capitol, or 
to the Surgeon General, U. S. Public Health Service, 
Washington, D. C., for information or application 
blanks. Applications should be indorsed by the State 
health department in which the applicant resides be- 
fore being submitted to the U. S. Public Health Serv- 
ice. 


REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


NOTICE TO MEMBERS 

The Fifty-Ninth Annual meeting of the Minne- 
sota State Medical Association will be held in 
Duluth Thursday, Friday and Saturday, June 
30, July 1 and 2. 

Those members who desire to present papers 
at this meeting must have same in the hands of 
the Sectional Secretary before March 1, for their 
consideration. . 

Secretary of Section on Medicine, 

Dr. J. A. Myers, 
730 LaSalle Building, Minneapolis, Minn. 

Secretary of Section on Surgery, 

Dr. H. W. Meyerding, 
102-110 Second Avenue S. W., 
Rochester, Minnesota. 

The Committee wishes to make the X-Ray Ex- 
hibit as interesting as possible, and those who 
have films of exceptional interest are asked to get 
in touch with Dr. W. A. O’Brien, University of 
Minnesota, Minneapolis, Minnesota. 











The American College of Surgeons desire a 
complete set of the proceedings of the Minnesota 
State Medical Association. The Secretary has 
only one such set. We desire proceedings for 
the years 1871 to 1900. If you have copies that 
you would like to have turned over to the Col- 
lege of Surgeons, please send them to Dr. E. A. 
Meyerding, Secretary, 11 West Summit Avenue, 
Saint Paul. 

















A. M. A. SCIENTIFIC EXHIBIT 

Arrangements are being made for the Scientific Ex- 
hibit for the Washington, D. C., Session of the Amer- 
ican Medical Association, May 16-20, 1927. The 
Scientific Exhibit will be located in the Washington 
Auditorium; in this building will also be housed the 
Registration Bureau, Technical Exhibits, and Motion 
Picture Theater. 

A fully equipped Motion Picture Theater for talks 
illustrated with lantern slies and motion pictures will 
be an adjunct of the Scientific Exhibit. It will be 
located on the floor above the Exhibit. Unless there 
are exceptional reasons, the length of the periods will 
be limited to 2 quarters (1%4 hour). 

The Committee will make no assignments previous 
to March 10th, in order that the amount of space avail- 
able may be apportioned to the best advantage to all 
concerned. All applications must be received at the 
A. M. A. headquarters before this date. 





NORTHWEST CONFERENCE ON CHILD 
HEALTH AND PARENT 
EDUCATION 


The Northwest Conference on Child Health and 
Parent Education will be held in Minneapolis, February 
24, 25 and 26, 1927, subject to revision. 

The officers of the Conference are as follows: 

President, Mr. Willis K. Nash; president-alternate, 
Mr. William F. Kunze; vice-presidents, (1) Mrs. Frank 
A. Chamberlain, (2) Mrs. John S. Pillsbury; secretary, 
Dr. Richard Olding Beard; treasurer, Mr. Thomas F. 
Wallace. 

The Executive Committee will consist of the officers 
and of Mr. Sumner T. McKnight, Mr. C. J. Winton, 
Mr. Benjamin H. Woodworth, Dr. Henry Wireman 
Cook, and Mrs. Folwell W. Coan. 








Me 
Gi 


nin 


fad fot PO heed 











il 


1S 
il- 
ill 
he 








pete 


0 
vor baad! 









‘he Secretary of the Conference, Dr. Richard 
Oiding Beard, will be the Secretary of all Committees. 

\ll the business of the Conference will be transacted 
through the office of the Hennepin County Public 
Health Association, and all bills to cover the expenses 
of the Conference will be authorized and approved by 
him and by the President-Alternate of the Conference. 

\ Guaranty Fund will be provided to cover these 
expenses. 

At a meeting of the Joint Committee on the Confer- 
ence, under date of December 1, 1926, the following 
sub-committee on “Reception of Visitors” was ap- 
pointed : 

Mrs. Frederick G. Atkinson, Chairman; Mrs. Felix 
E. Moses, Mrs. Henry E. Atwood, Mrs. Mary Powell, 
Mrs. James Blake, Mrs. C. T. Brown, Mrs. J. F. 
Lynch, Mr. Walter C. Robb, Mr. Otto F. Bradley, Dr. 
Walter R. Ramsey, Dr. Francis E. Harrington, Dr. 
Ralph T. Knight. 





THE MINNEAPOLIS SURGICAL SOCIETY 

The regular meeting of the Minneapolis Surgical So- 
ciety will be held Thursday, January 6, 1927, at 8:00 
p. m., in the Hennepin County Medical Society Library 
in the Donaldson Building. The following papers will 
be read: 

1. Presentation of cases. 

2. Surgery in Gastric Ulcer, Dr. Verne S. Cabot. 

3. Diverticula of the Duodenum, Dr. Wm. P. Herbst. 

4. Surgical Pathological Exhibit. 

All physicians are cordially invited. 





LYON-LINCOLN COUNTY MEDICAL SOCIETY 


At the Lyon-Lincoln County Medical Society meeting 
held at Marshall, Minnesota, Thursday, November 138, 
the Society moved to give free medical examinations 
to all children in the city and rural schools and to 
make the Schick Test for diphtheria immunes without 
charge. 

Election of officers was held as follows: Dr. A. D. 
Hoidale, Tracy, president; Dr. H. M. Workman, Tracy, 
secretary and treasurer; Dr. E. J. Sanderson, Minne- 
ota, delegate. 

Dr. W. F. Braasch of the Mayo Clinic addressed the 
Society on “The General Practitioner and His Rela- 
tionship to the Practice of Urology.” 





STEARNS-BENTON COUNTY MEDICAL 
SOCIETY 


Twenty-seven members of the Stearns-Benton County 
Medical Society met at the Community Hall at the 
Girls School at Sauk Centre, Minnesota, Thursday eve- 
ning, November 18. A dinner was furnished through 
the courtesy of Mrs. Stewart, Superintendent of the 
School. The following program was presented: 

Child Health Survey, Dr. J. H. Beaty, St. Cloud 

Discussion, Dr. W. B. Richards, St. Cloud 

Surgical Kidney, Dr. P. E. Stangl, St. Cloud 

Discussion, Dr. Chas. Pierce, Wadena 

Pierce Knee Splint Demonstration, Dr. Chas. Pierce, 
Wadena 
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Placenta Previa, Dr. R. H. Sweetman, Sauk Centre 

Discussion, Dr. F. J. Schatz, St. Cloud 

Institution Treatment of Venereal Disease, Dr. C. G. 
Arvidson, School Physician 

Discussion, Dr. B. Clark, St. Cloud, Dr. J. Du Bois, 
Sauk Centre 





SOUTHWESTERN MINNESOTA MEDICAL 
SOCIETY 


The forty-fifth semi-annual meeting of the South- 
western Minnesota Medical Society was held Thurs- 
day, November 18, 1926, at the Southwestern Minnesota 
Sanatorium at Worthington, Minnesota. 

The principal speakers on the program were Dr. Wal- 
ter Alvarez of Rochester, who addressed the society 
on “The diagnosis of gastro-intestinal disease from a 
good history,” and Dr. E. T. Bell of the University of 
Minnesota, whose subject was “Heart and kidney and 
their relationship in disease.” 

Officers elected for the coming year are: President, 
Dr. A. G. Chadbourne, Heron Lake, Mnn.; vice presi- 
dent, Dr. James McCrea, Fulda, Minn; secretary-treas- 
urer, Dr. E. G. McKeown, Pipestone, Minn. 

The following Censors were elected for three years: 
Dr. C. P. Dolan, Worthington, for Nobles County; 
Dr. L. A. Williams, Slayton, for Murray County; Dr. 
J. T. Rose, Lakefield, for Jackson County. 

The Association voted to have a University Exten- 
sion Course next spring or summer. 

The next meeting place will be Fulda, Minn. 





INTER-STATE TRIP ABROAD 


In May, 1927, a group of physicians with members of 
their families from the United States and Canada, un- 
der the direction of the Inter-State Post Graduate 
Medical Association of North America, will sail from 
New York to visit the following leading medical cen- 
ters of the Old World: 

London, Edinburgh, Oslo, Stockholm, Upsala, Lund, 
Copenhagen, Hamburg, Leipzig, Munich, Strasbourg, 
Heidelberg, Frankfort and Paris. 

This will be the third year that foreign assemblies 
have been conducted under the auspices of this or- 
ganization. Those of 1925 and 1926 were exceedingly 
successful and of great benefit to the physicians who 
took advantage of them. No doubt the 1927 assem- 
blies will meet with equal success. 

In including Norway, Sweden and Denmark in the 
itinerary the Association is offering the profession an 
exceptional opportunity to visit and study in some of 
the finest clinics in the world. 

The group of physicians will be limited to a number 
that can be comfortably accommodated in the clinics, 
which will cover the entire field of medical science. 

The price of the trip will be kept as low as possible 
and yet furnish first-class accommodations. It will be 
between $1,000.00 and $1,100.00. All physicians who are 
in good standing in their State or Provincial Society 
may register. Further information may be obtained 
from the Managing-Director, Dr. William B. Peck, 
Freeport, Illiniois, or the Travel Department of the 
American Express Company, 65 Broadway, New York, 
N. Y., who have charge of the transportation. 
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PROCEEDINGS OF THE MINNE- 
SOTA ACADEMY OF MEDICINE 


Meeting of October 20, 1926 


The regular monthly meeting of the Minnesota 
Academy of Medicine was held at the Town & 
Country Club on Wednesday evening, October 20, 
1926, at 8 p. m. Dinner was served at 7 p. m. 

The meeting was called to order by the President, 
Dr. F. E. Burch. There were 31 members and I 
visitor present. 

The minutes of the September meeting were read 
and approved. 

Upon ballot the following members were elected 
to the Academy: 

Dr. F. J. Hirschboeck, Duluth, Associate Mem- 
ber. 

Dr. Henry E. Michelson, Minneapolis, Active 
Member. 

Dr. Arthur W. Ide, St. Paul, Active Member. 

The scientific meeting consisted of the following 
case reports: 

Dr. Wo. LercuHe (St. Paul) showed slides of cases 
of mediastinitis caused by infected mediastinal 
lymph nodes. 

Surgical measures for the drainage of a mediasti- 
nal abscess are necessary as soon as diagnosis is 
made. In order to be able to make an accurate diag- 
nosis, knowledge of the topography of the mediasti- 
nal lymph nodes is essential. 

Lantern slides illustrating the topography of va- 
rious groups of mediastinal lymph nodes and cases 
of suppurative and non-suppurative mediastinitis 
were shown. 


Dr. E. M. Hammes (St. Paul) reported two cases as 
follows: 

(a) The patient was a male, aged 41, right- 
handed, a physician, and was seen in consultation 
with Drs. Ide and Shillington on October 11, 1926. 

The family history was negative. 

The personal history shows that he has been a 
heavy drinker for years, especially during the past 
six months. He took both alcohol and whisky in 
fairly large quantities. In 1918, while in service, he 
had a severe headache, without any other symptoms, 
which continued for two weeks, and at which time 
a lumbar puncture was performed. The spinal fluid 
was normal. He denies venereal disease. In 1920 
he had an acute otitis media with some discharge 
for about a week. 

His present complaint dates back about one year 
when both his wife and his partner noticed a slight 
exophthalmos of the left eye, which continued up 
to the present time. About six months ago he 
began to complain of an occasional headache, al- 
ways localized over the left eye and deep in the 
orbit. The pain was described as severe and boring 
in character. This pain gradually grew worse in 
intensity, but remained confined to the left orbit. 
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About four months ago he would have occasional 
attacks of nausea and vomiting, associated with diz- 
ziness. This occurred most frequently in the morn- 
ing and was thought to be due to an alcoholic 
gastritis. 

During the past two months he would have spells 
while driving his auto when the two sides of the 
road would gradually converge at a distance of 
about one-quarter of a mile, and the angle thus 
formed would come toward him until it almost 
reached his automobile, then his vision would be- 
come blurred and he would have to stop driving for 
a few minutes. After this his vision would return 
to normal. At frst these spells would occur about 
once a week, but during the past few weeks they 
have been as frequent as three a day. 

During the past month the pain in the left orbit 
has been of undue intensity. However, with small 
doses of veronal he got sufficient sleep at night. 

On October 5, while attending an ordinary ob- 
stetrical case (no instruments used) he became dizzy 
so that he fell over on the operating table. With 
assistance he walked to another room where he 
went to bed and remained for five days. During this 
time it was noticed that his pulse was as slow as 52. 

On October 11 he was admitted to the Northern 
Pacific Hospital. At this time the physical exami- 
nation was negative. All laboratory findings were 
negative except that he had a leucocytosis of 12,000. 
His blood pressure was systolic 135, diastolic 8o. 
The blood Wassermann was normal. The pulse 
varied from 80 to 54. During that night, after tak- 
ing 5 grains of veronal, he was quite confused and 
had an occupational delirium. During that time he 
delivered several Indian women. 

I saw him the next morning, at which time his 
mental condition was normal. He seemed slightly 
euphoric, but his wife said this was perfectly normal 
for him. On further questioning, his wife said that 
as far as she could ascertain his mentality had been 
perfectly normal throughout, that he had carried 
on successfully a large practice until October 4 
when he developed the dizzy attack. 

The neurological examination was _ negative 
throughout except for a slight questionable weak- 
ness of the left angle of the mouth. There was a 
slight left exophthalmos. His blood pressure was, 
systolic 135, diastolic 80. A lumbar puncture was 
performed and 25 c.c. of clear fluid were removed. 
The spinal fluid pressure was 32 mm. of mercury, 
10 cells, a negative Wassermann, a negative col- 
loidal gold curve, and a trace of globulin. 

Following this lumbar puncture the pain in the left 
orbit definitely improved for ten hours and the patient 
slept well that night. The pain in the left orbit re- 
turned the following day with undue severity. Another 
lumbar puncture was done at 5 p. m. when 40 cc. of 
spinal fluid were removed. Examination of this fluid 
was negative except that it contained 700 cells, mostly 
polymorphonuclear leucocytes. The intra-orbital pain 
subsided entirely for five hours and he felt better than 
he had for several weeks. 
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At 10 p. m. he developed a very severe diffuse head- 
acke and became extremely restless. It was necessary 
to apply ice constantly to his head in order to get some 
relief. About 3 a. m. his restlessness subsided. About 
4 a. m. he suddenly became stuporous and markedly 
cyanotic. At 10 a. m. his blood pressure was, systolic 
185, diastolic 110. He was stuporous and he had some 
convulsive twitchings of the left arm and hand. At 
11 a. m. his blood pressure was, systolic 220, diastolic 
120, pulse 80, respiration irregular. 

The neurological examination was negative through- 
out except for an increased knee jerk on the left side 
and a positive Babinski on the right side. 

Another lumbar puncture was performed and 30 c.c. 
of slightly cloudy spinal fluid were removed. His 
breathing became more regular and the cyanosis im- 
proved. After about 15 c.c. of spinal fluid had been 
removed the blood pressure dropped -to, systolic 148, 
diastolic 90. His general condition remained quite satis- 
factory for 30 minutes when he suddenly died from 
respiratory failure. 

An examination of the fundi made by Dr. Louis 
Nelson on the 12th of October showed an edema of the 
right nerve head and a marked edema of the left nerve 
head, with hemorrhage in the left fundi. His exam- 
ination of the ear was negative. 

Our diagnosis at first was either a cerebritis, due to 
chronic alcoholism, or a brain tumor, probably left 
frontal. Following the second lumbar puncture, marked 
cellular increase was noticed in the spinal fluid, and we 
felt perhaps we were dealing with a ruptured brain 
abscess. When the sudden stupor developed we felt 
perhaps he had a glioma with softening, with hemor- 
rhage into the substance of the tumor mass. 


A postmortem by Dr. E. T. Bell, pathologist of the 
University of Minnesota Medical School, revealed the 
following : 

“The scalp and calvarium are normal. There is no 
excess of fluid beneath the meninges. The surfaces 
of the brain are markedly flattened so that the ex- 
ternal surfaces are practically smooth. The vessels 
are distended with blood. There are no areas of soft- 
ening palpable. The cut surface shows a fairly cir- 
cumscribed tumor mass in the right frontal lobe, 
below and anterior to the anterior end of the right 
ventricle. On section this tumor appears to be made 
up of a number of small cysts up to 1.5 cm. in diam- 
eter. Each of these cyst-like cavities contains a 
grapelike, clear, sharply encapsulated mass, which on 
section contains a tenacious mucoid material. The 
cysts suggest those associated with echinococcus. The 
central portion of the tumor mass is firm, apparently 
necrotic in some portions. There is no hemorrhage. 
Medially the tumor mass can be readily separated 
from the brain substance. Elsewhere the brain is 
apparently normal. There is no hydrocephalus. The 
base of the skull shows marked flattening of the optic 
nerves. No other abnormalities. The pituitary is 
normal. 

“Microscopic sections of the tumor show a degen- 
erated glioma; many fat granule cells; nothing to 
suggest echinococcus disease. 

“Diagnosis: Cerebral glioma.” 
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This case presented several interesting points. The 
localization of the pain and the evidence of increased 
intracranial pressure manifested by the choked disc, 
more marked in his left fundus, strongly suggests an 
intracranial lesion in the left cerebral hemisphere and, 
because of the paucity of symptoms, in his left frontal 
region. 

Another interesting point was the normal mentality 
which this patient presented throughout the course of 
his illness until three days prior to his death. 


DISCUSSION 


Dr. C. Eucene Riccs (St. Paul): This report of a 
frontal tumor, by Dr. Hammes, is interesting and most 
unusual because of the absence of all symptoms char- 
acteristic of involvement of the frontal area. The diag- 
nosis of frontal lobe tumors may be extremely difficult 
or even impossible to make as they may show no 
localizing symptoms whatever. Mental disturbances or 
mental deterioration common to other forms of de- 
mentia are usually present in a growth affecting this 
region. The chief diagnostic criteria are these symp- 
toms and the absence of a sign of a tumor elsewhere. 
Frontal tumors, as reported by Dr. Hammes, are ex- 
ceedingly rare—so rare that the history and pathologi- 
cal findings of this case merit publication. 

Dr. W. A. Jones (Minneapolis): I am almost per- 
suaded that I know very little about brain tumors ex- 
cept in a few instances. There is no more disheartening 
or uncertain field of research or investigation that one 
can work in for the simple reason that one never knows 
how many tumors may be found. 

I once localized, and Dr. Herbert Jones operated, a 
cerebellar tumor. During the administration of the 
anesthetic the boy died temporarily on the table, prob- 
ably due to the dropping down of his brain stem into 
the foramen magnum which cut off his vagus nerve. 
Everything was done to resuscitate him but nothing 
was accomplished until it suddenly occurred to me that 
an immediate opening of the skull down to the foramen 
would relieve the situation and as soon as the surgeon 
reached the point, the boy gasped and came back, having 
practically been dead for forty minutes. He lived after 
this for a month, then died the usual brain tumor 
death. At the autopsy it was found he had sixty 
tumors scattered over his brain, mostly on the outside, 
but the cerebellar tumor which was localized was found 
intact. 

In another case a young man had hemianopsia with 
intense headaches and convulsions. The diagnosis 
symptoms were eye symptoms. A temporal decompres- 
sion was done on both sides at two-week intervals and 
then the brain was exposed at the parieto-occipital 
region and a large tumor of seven ounces weight was 
removed. It was not encapsulated but was fixed to a 
deep surface of white substance by a peduncle. This 
man lived thirteen years. He was able to do little 
things about the farm and the house but was unequal 
to any mental tasks. He began to go down gradually 
mentally and physically with occasional convulsions and 
finally developed into a terminal dementia and died two 
years ago. This case was gratifying from some points 
of view, particularly the localization of tumor and its 





52 MINNESOTA MEDICINE 


removal, but the patient had a rather distressing life 
thereafter, unhappy, dull and stupid. 

To the neurologist who likes to locate his pathology, 
brain tumors are a very attractive field, but usually he 
knows that he is working without any surety of his 
find. He may unexpectedly find a tumor, a cyst, or 
something of that order and feel extremely pleased with 
himself to think he was able to locate it and prove its 
location by operative procedure or postmortem examina- 
tion. Although he accomplished something perhaps by 
decompression or spinal drainage, there are but few 
patients with brain tumor who make a. full recovery. 
The percentage of failures and the percentage of deaths 
is very high, but the lure of the research man is still 
there. 

The cases which Dr. Hammes has shown and de- 
scribed are cases which are almost impossible to diag- 
nose except from careful observation and when we 
know the tumor is a glioma we never know how far 
the gliosis extends. It may occupy a small area; 
usually it occupies an area in the white substance which 
extends from one hemisphere to another and not in- 
frequently invades the spinal cord and yet the diagnoses 
are few and unreliable. Consequently, gliomas are fre- 
quently overlooked because of disseminated hindrances. 
The occasional case then which comes up for diagnosis 
and research procedure is a very gratifying one, but 
on the whole the larger number of cases are either 
undiagnosed or impossible to remove. 


Dr. HamMMes: This man continued with a large 
practice until nine days before his death. He had no 
mental involvement whatsoever except that I thought 
he was a little bit sluggish and I also thought there 
was a little euphoria but his wife said that was per- 
fectly natural. 

(b) The second case was a patient who died from 
the inhalation of cayanide fumes, living six weeks after 
the exposure. 

The clinical picture was one of confusion and de- 
lirium. The pathological picture was a diffuse encep- 
halo-malacia. 

This case will be reported in detail with complete 
microscopic findings at a later date. 


Dr. E. L. Garpner (Minneapolis) reported the fol- 


lowing case: This was a case of transposition of the 
viscera in a woman 40 years of age, who reported be- 
cause of many indefinite symptoms. The physical ex- 
amination and x-ray examination (demonstration of 
films) show a “mirror image” of the normal thoracic 
and abdominal organs. 

X-ray reports show complete transposition in about 
1 in 1,500 cases; autopsy reports average about 1 to 
5,000 cases; and cadavers 1 to 10,000. The army re- 
ports showed incidence somewhere between the #-ray 
and autopsy records. 

Complete transposition is more common than partial. 
It has been suggested that the cause may occur in the 
germ cell, but recent work at Johns Hopkins Medical 
School shows that the outer layer of the myocardium 
(which is first differentiated in the embryo) runs in a 
normal direction while the other is reversed. It had 
been suggested by earlier investigators that these cases 
of complete transposition might be related embryolog- 


ically to the “identical twin,” i.e., one of the same ap- 
pearance, the same sex, etc. There is some evidence 
favoring this thesis—in taking finger prints of iden‘ical 
twins they find that fingers of one hand are the exact 
image of the other. 

There is another type of transposition, due to an 
anomaly of rotation, where the heart alone is partially 
transposed; the main part of the heart lies to the right 
of the midline, but the vessels are normal. 

Complete transposition is interesting from the surgical 
standpoint. In the literature a large number of cases of 
complete transposition are reported where there is 
failure of the normal rotation of the colon, and the 
cecum has stopped high in the abdomen. Some cases 
are reported where the rotation only reaches the splenic 
flexure, and the appendix is on the right side, although 
the liver is on the left. 

DISCUSSION 

Dr. Witcox (Minneapolis): What was the com- 
plaint that precipitated the examination? 

Dr. GARDNER: Tachycardia principally, and a lot of 
neurasthenic symptoms. 

Dr. Utricu: I have a patient 48 years old who has 
situs transversus. She has a diverticulum of the duo- 
denum. She complains of vague abdominal symptoms. 
I don’t know whether the diverticulum is the cause of 
the abdominal distress or not. 


Dr. ArcHA Witcox (Minneapolis) reported the fol- 
lowing case: 

Mrs. S., aged 65, injured in an automobile accident 
July 20, 1926. The injury consisted of a bilateral frac- 
ture of the inferior mandible; also incomplete fracture 
of the right femur with general lacerations. The 
fracture of the femur presented no complications as 
regards treatment and union was complete. The frac- 
ture of the inferior mandible, however, presented cer- 
tain complications on account of the fact that the pa- 
tient had a complete set of false teeth. There was 
present the usual senile changes and atrophy in the 
mandible, and there was considerable absorption of the 
alveolar processes of the upper jaw. The problem 
which presented itself was holding these fragments to- 
gether with some type of internal fixation combined 
with external fixation. It was first thought an interior 
splint made from a mold of the dental plate would be 
practical, but before doing this the idea suggested it- 
self that we use the false teeth plates for splints. The 
upper and lower plates were, therefore, wired together, 
taking out the two incisors from the upper and lower 
plates for an aperture through which the patient might 
be fed. With the assistance of a dentist the two united 
plates were placed in the patient’s mouth and the lower 
jaw molded into the lower plate. This was accom- 
plished without much difficulty and when the gums were 
in place the jaw was fixed by an elastic tape running 
over the occiput of the head, over the jaw and also 
transversely around the neck and across the front of 
the jaw. The patient was very comfortable and by 
using frequent mouth washes and taking liquid diet 
through the aperture made by removing the incisor 
teeth she was able to wear this apparatus and the 
plates without removal of same for a period of six 
weeks, at which time complete union had taken place 
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and an extremely satisfactory result obtained. Upon 
removal of the splint there was no actual ulceration of 
the mucosa and only slight erosion at one portion di- 
rectly in the mandible. 

It will be necessary for this patient to have some re- 
adjustment regarding the fitting of the lower plate, but 
the result was so satisfactory it seemed wise to report 
this method of procedure in a case which at first ap- 
peared to present a rather difficult problem. 





Dr. Herbert Jones (Minneapolis) gave a further 
report and showed x-rays of the case of traumatic rup- 
ture of the diaphragm which he reported at the sep- 
tember meeting. 


Dr. H. L. Utricn (Minneapolis) reported a case of 

hypoglycemia. 
DISCUSSION 

Dr. GARDNER: I have never seen anything like it. 
The nearest approach to something of this type was in 
a youngster 15 or 16 years of age who came in with 
glycosuria. On repeated blood sugar tests we found 
the blood sugar running much lower than normal. I 
followed that case 2 or 3 years and the patient finally 
died in diabetic coma. That was before the days of 
insulin. I believe Dr. Ulrich’s case may develop dia- 
betes. 


The meeting adjourned. 
Cart B. Drake, M.D. 
Secretary. 





TRUTH ABOUT MEDICINES 


Bacillus Acidophilus Culture (B. A. Culture).—A pure 
aqueous suspension of Bacillus acidophilus, marketed in 
vials containing about 120 cc. It contains not less 
than 100 million viable organisms (B. acidophilus) per 
cc. at the time of sale. (For a discussion of the ac- 
tions and uses of bacillus acidophilus preparations, see 
New and Non-official Remedies, 1926, p. 211, “Lactic 
Acid-Producing Organisms and Preparations”). B. B. 
Culture Laboratory, Inc., Yonkers, N. Y. 

Psyllium Seed—The seed of Plantago Psyllium and 
related species of Plantago. By virtue of its indigesti- 
bility and mucilaginous character, psyllium seed acts as 
a mild laxative. 

Psyllium Seed-Richards.—A brand of psyllium seed- 
N.N.R. Richards, Inc., Glenolden, Pa. (Jour. A. M. A., 
Nov. 6, 1926, p. 1559). 

Ovarian Residue Soluble Extract-P.D.&Co—A so- 
lution of an extract of desiccated beef and hog ovaries, 
from which the corpora lutea have been removed, in 
physiological solution of sodium chloride, each c.c. con- 
taining 0.04 gm. of soluble extract. The actions and 
uses of ovary preparations are discussed in New and 
Non-official Remedies, 1926, p. 269. The product is 
marketed in 1 c.c. ampules. Parke, Davis & Co., De- 
troit. 

Protein Extracts-Mulford—For a discussion of the 
actions and uses, see “Allergic Protein Preparations” 
(New and Non-official Remedies, 1926, p. 36). 





PROGRESS 


PROGRESS 


Abstracts to be submitted to Section Supervisors. 





Members are urged to abstract valuable articles which 
they run across in their reading and send the abstracts 
to the physicians in charge of the respective sections. In 
order to avoid duplication it would be well to communi- 
cate with one of the section supervisors before the 
article is abstracted. 





SURGERY 





SUPERVISORS: 
DONALD K. BACON, 
LOWRY BLDG., ST. PAUL 


VERNE C. HUNT, 
MAYO CLINIC, ROCHESTER 





THE DIAGNOSIS AND TREATMENT OF 
TRAUMATIC RUPTURE OF THE KIDNEY 
WITH FREE HEMORRHAGE INTO THE PERI- 
TONEUM: Jean Quenu (Jour. de Chir. Paris, 1926, 
28, 393-420). The majority of deaths from rupture of 
the kidney are the result of either failure or delay in 
making the diagnosis. The operation itself is not dif- 
ficult. The diagnosis is made on: 

First, the type of accident and the pathology pre- 
viously present in the kidney. The injury may occur 
at any age and in either sex but the majority of pa- 
tients are adult males. The site of the trauma is usually 
the left hypochondrium and may involve it laterally or 
anteroposteriorly. It is usually of considerable force 
although cases have been recorded in which the trauma 
was apparently insignificant. Fevers, especially malaria, 
render the kidney more susceptible to rupture because 
of increase in size and fragility. Second, the symptoms. 
Shock is present in many cases. Syncope may be in- 
stantaneous but is probably of more significance when 
delayed. If it appears after the lapse of several days 
it is significant of delayed hemorrhage. Syncope ap- 
pearing several hours, or several days, after an ab- 
dominal injury, especially if that injury involved the 
left hypochrondrium, is almost pathognomonic of a rup- 
tured kidney. 

Pain may be absent but McCracken considers it to be 
one of the two most constant symptoms of ruptured 
kidney. It may be localized to the left hypochondrium, 
the flank, the costo-vertebral angle or it may be general- 
ized. In a considerable number of cases it is referred 
to the left shoulder. 

Localized tenderness and muscle spasm are almost 
constant findings and are of great value in making the 
diagnosis, but the absence of rigidity does not exclude 
a ruptured kidney. The pulse should be closely watched 
for increase in rate and decrease in volume. The ac- 
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celeration in the pulse rate, however, is not always 
commenstrate with the amount of hemorrhage and the 
abdomen may be filled with blood and the pulse rate be 
90 or less. Therefore, if acceleration of the pulse rate 
is to be considered an indication for surgery, absence 
of acceleration should not be considered a contraindica- 
tion. Temperature changes are not of much significance. 
Vomiting is inconstant, being present in about 20 per 
cent of the cases. Retention of urine is occasionally 
present. 
There are four groups of cases: 


First, those with immediate profuse hemorrhage, rap- 
idly fatal. There is a history of an abdominal con- 
tusion and the diagnosis of profuse internal hemorr 
is evident. These are desperate cases and demand im- 
mediate surgical intervention, the kidney being either 
torn from its pedicle or crushed. 


Second, those with immediate abundant hemorrhage. 
The best surgical results are obtained in this group of 
cases. The general symptoms of hemorrhage are pres- 
ent but not immediately fatal and if the diagnosis can- 
not be made at once the patient may be kept under 
observation for a short time before surgical measures 
are undertaken. 


Third, those with late abundant hemorrhage. These 
occur after several hours and have been observed as 
long as eleven days after the original injury. It is 
thought that in these cases the blood is first intracap- 
sular but after a variable length of time the tension 
becomes sufficient to rupture the capsule and profuse 
hemorrhage occurs within the abdomen. A _ sudden 
movement or some trifling trauma may be associated 
with the onset of this accident, which is usually ushered 
in with severe pain, nausea and vomiting, and the signs 
of severe hemorrhage. 


Fourth, the miscellaneous forms, including intermit- 
tent and insidious bleeding. The diagnosis can often 
be made clinically although some surgeons attach con- 


siderable significance to the blood findings. Curious 
errors in diagnosis are especially apt to occur in the 
cases with delayed hemorrhage in which the initial 
trauma has been overlooked or forgotten, and these 
have been diagnosed acute appendicitis, perforated gas- 
tric ulcer, pleurisy, etc. 

Associated lesions include fractured ribs, hemothorax 
and ruptured spleen. 


Treatment.—Emergency surgical intervention is in- 
dicated when the diagnosis is certain or probable, even 
in the absence of grave signs of hemorrhage. If the 
diagnosis is certain the exploration may be performed 
through an oblique incision, otherwise a median incision 
is to be preferred. Transfusion may be employed when 
indicated. Hemothorax may be drained by prolonging 
the incision upward and opening through an intercostal 
space. A splenectomy is the safest method of dealing 
with a ruptured spleen. Attempts at suturing or par- 
tial splenectomies are hazardous and packing is very 
difficult and often impossible. The effects of splenec- 
tomy have been questioned and progressive anemia and 
death occasionally reported but in most cases the results 
are good. 

Haroip E, Simon, M.D. 
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LA SALLE BLDG., MINNEAPOLIS 
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SCARLET FEVER—A CLINICAL STUDY IN 
ITS PREVENTION AND SERUM TREATMENT: 
Erling S. Platou, M.D., and Loren Collins, M.D. (Ar- 
chives of Pediatrics, November, 1926. Toxin: Small 
doses (3,000 skin test doses) of scarlet fever toxin 
(detoxified with sodium ricinoleate) did not protect 
eight nurses who were exposed to the disease from 
three to seven weeks after receiving the injection. 

Among individuals that were kept Dick negative by 
inoculation or re-inoculation with the same prepara- 
tion -(Larson’s toxin) in larger doses, no cases of scar- 
let fever have occurred in spite of intimate exposure. 

Increasingly large initial doses of toxin may prevent 
the necessity of re-inoculation to maintain immunity. 

The administration of a total of 9,000 skin test units 
of Larson’s detoxified preparation has rendered a large 
percentage of children Dick negative for a period of 
12 months. These cases to date have not been re-tested 
since the 12th month. 

From an analysis of all the cases, the authors believe 
that the safest and most efficient method will be one 
in which increasingly large doses are given, beginning 
with perhaps 3,000 and advancing to as high as a total 
of 12,000 or more skin test doses by the third injection. 

Antitoxin: The commercial preparations of scarlet 
fever antitoxin used in a comparative study of 190 cases 
were apparently specific. 

Acceleration in clinical improvement, as gaged by 
temperature, rash and symptoms, was quite definite in 
100 receiving antitoxin, particularly in those to whom 
antitoxin was administered early. 

Better results might have been obtained if larger 
initial doses of antitoxin graded in units (according to 
blanching power per c.c.) could have been given. 

When given early the serum has a beneficial effect on 
the toxemia and seems also to reduce the number of 
complications, although no effect on septic processes is 
noticeable. 

The small prophylactic doses given to five cases in this 
group did not prevent later infection with scarlet fever. 

Serum sickness in one-fourth of the cases was an an- 
noying factor and in eleven cases it was extremely dis- 
comforting to the patient, especially in those who had 
previously been sensitized to horse serum through 
diphtheria immunization. 

R. N. Anprews, M.D. 





COURSE IN CHILD BEHAVIOR 
A course in the behavior problems of children will 
be given in the old Library building, University of 
Minnesota, starting January 8, by Dr. Smiley Blanton 
in connection with the Minneapolis Child Guidance 
clinic and in co-operation with the department of edu- 
cation, University of Minnesota. 
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CASE REPORTS 


CASE REPORTS 


Members are requested to report interesting and 
unusal cases for publication in this department. Many 
cases reported at hospital staff meetings and similar 
mectings are very instructive and worthy of publi- 
cation. 








CONSTRUCTION OF VAGINA FROM LOOP OF 
SMALL BOWEL* 


REPORT OF CASE 
J. S. Horsroox, M.D. 


Mankato, Minn. 


The patient was a school teacher, aged 19, well de- 
veloped and normal in appearance, and having normal 
sexual feelings. She had never menstruated and 
sought relief. 

Physical examination showed a congenital absence 
of the vagina. The external genitals were normal. 
There was a depression one-half inch deep, where the 
vagina should have been. Patient wanted an operation, 
but was put off because we could feel no uterus, and 
believed menstruation could not be established. 

A few months later, she returned mentally depressed, 
and demanded an operation. Various methods were 
considered. It seemed certain that the skin graft and 
other methods, except use of a loop of small intestine, 
would surely be a failure, because of cicatricial con- 
traction. So a modification of the Baldwin method 
was done. 

The abdomen was opened in the mid-line. Normal 
ovaries and tubes were present, but no uterus, except 
a plum-shaped enlargement at the proximal end of each 
tube. A fifteen inch loop of ileum near its terminal 
end was segregated, leaving its mesentery attached. 
An end-to-end anastomosis repairing the gap in the in- 
testinal tract was done. The ends of the loop were 
inverted by a purse-string suture. Next, the bladder and 
rectum were separated from above, downward, toward 
the vulva. An assistant then pushed a long forceps 
up from below, at site of the depression between the 
labia, and grasped a tape placed about at the center of 
the intestinal loop. This was now gently drawn down 
until it protruded. Next, the abdomen was closed. 
The protruding intestine was then attached to the skin 
opening, which had been stretched enough to allow 
three fingers to enter. The loop of intestine was 
opened and now made a double vagina; eight inch 
rubber tubes were placed into these loops, so that they 
might be easily irrigated. A week later the partition 
was destroyed by crushing. 

The patient had trouble with the intestinal anasto- 
mosis for a few days, but within two weeks left the 
hospital with a very normal appearing vagina. 

Several months later a letter of appreciation indi- 
cated that the patient’s mental condition had returned 
to normal. She was in a happy frame of mind and 
well pleased. 


*Presented before the annual meeting of the Southern Min- 
nesota Medical Association, held at Mankato, Oct. 18, 1926. 


BOOK REVIEWS 


History TAKING AND REcorDING. James A. Corsca- 
den, M.D., Associate in Obstetrics and Gynecology, 
Columbia University, New York. 78 pages. New 
York: Paul B. Hoeber, 1926. Cloth, $1.50. 

THE ROCKEFELLER FouNnpATION. Annual Report, 1925. 
521 pages. Illus. The Rockefeller Foundation, 61 
Broadway, New York, 1926. 


SHELL SHOCK AND ITS AFTERMATH. Norman Fenton, 
Ph.D., Associate Professor of Psychology, Ohio Uni- 
versity; formerly at Base Hospital 117, A. E. F., and 
with the National Committee for Mental Hygiene. 
Introduction by Thomas W. Salmon, M.D., 173 
pages. Illus. Cloth, $3.00. St. Louis: C. V. Mosby 
Company, 1926. 

An INTRODUCTION TO THE PRACTICE OF PREVENTIVE MED- 
IcCINE. J. G. Fitzgerald, M.D., LL.D., F.R.S.C., Peter 
Giillespie, M.Sc., C.E., M.E.I.C., and H. M. Lancaster, 
B.A.Sc. 2nd edition. 792 pages. Illus. Cloth, $7.50. 
St. Louis; C. V. Mosby Company, 1926. 

PHYSIOLOGY AND BIOCHEMISTRY IN MONDERN MEDICINE. 
J. J. R. MacLeod, M.B., LL.D. (Aberd.), D.Sc. 
(Tor.), F.R.S. and others. 5th edition. 1054 pages. 
Illus. Cloth, $11.00. St. Louis: C. V. Mosby Com- 
pany, 1926. 

DISEASES OF WoMEN. Harry Sturgeon Crossen, M.D., 
F.A.C.S., 6th edition, revised and enlarged. 1005 
pages. Illus. Cloth, $11.00. St. Louis: C. V. Mosby 
Company, 1926. 

Report ON THIRD INTERNATIONAL CONGRESS OF MILI- 
TARY MeEpICINE AND PuHarmacy, Paris, April 1925. 
Commander William Seaman Bainbridge, M. C., 
United States Naval Reserve Forces, Member of 
Permanent Committee, Delegate from the United 
States. 111 pages. Illus. Reprinted from the Mili- 
tary Surgeon, May to August 1926, inclusive. Wash- 
ington, D. C., 1926. 


TECHNIK DER MAGENCHIRURGIE, E. Bircher, 
Chief Surgeon of County Hospital of Aarau, Switz- 
erland. Publisher: F. Enke, Stuttgart, Germany. 

A book, based on a personal experience of some 
1,500 stomach operations, amply and well illustrated by 
original drawings, and written with a great deal of in- 
dividuality and knowledge. In its 114 pages it gives the 
surgeon’s personal views, which are presented in a very 
readable way and will interest surgeons. 

The gastric and duodenal ulcer is considered the re- 
sult, in many cases, of an overactive influence of the 
pneumogastric and sympathetic nerves, causing hyper- 
secretion, retarded emptying and pylorospasm. Thus 
Bircher resects the vagus near the cardia and at the 
lesser curvature, and also the sympathetic fibres at the 
pylorus. This procedure he not only adds to gastro- 
enterostomy, where this method is chosen, but con- 
siders it indicated in the “neurotic” ulcer of the 
stomach, in gastric secretory and hyperperistaltic neu- 
roses and gastric crises in tabes dorsalis. Even the 
surgeon who may not go this length in his work and 
who looks principally for extragastric causes in the 
hypertonic stomachs, will find these views, coming from 
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an experienced surgeon, good food for thought, and 
will now and then encounter a case where the knowl- 
edge of this procedure and its apparent results will be 
welcome. The infectious and embolic origin of ulcer 
is evidently not given the prominence in European pub- 
lications which we here think it is entitled to since 
Rosenow’s work. 

The resection of the cardiac end of the stomach by 
freeing and pulling the esophagus down from the dia- 
phragm, leaving a peritoneal sleeve attached to the 
hiatus esophageus for fixation over the new union be- 
tween esophagus and the remnant of the resected 
stomach, gave Bircher five recoveries out of seven 
cases. The method is well illustrated. 

The book has the refreshing flavor of individuality. 

A. Scuwyzer, M.D. 





GENITO-URINARY DISEASES AND SYPHILIS, 
Henry H. Morton, M.D., F.A.C.S., 5th Edition, Re- 
vised and Enlarged. 712 pages, 328 illustrations and 
38 colored plates. Cloth, $10.00. New York: Physi- 
cians and Surgeons Book Co., 1924. 

This is the fifth edition of a book which first ap- 
peared in 1902. There are very few books which have 
been successfully revised more than twenty years after 
their first appearance, but careful reading of this 
volume gives one a very agreeable surprise. We were 
prepared to be disappointed, and our preliminary glance 
through the book found several parts which had not 
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been brought thoroughly up to date. However, fur‘her 
reading showed those antiquated points to be relati 
few and, for the most part, unimportant. The i 
trations are numerous and satisfactory; many are 
tographs, some are drawings, and some are diagr: 
The features of the work that lead to its great :op- 
ularity have been well preserved and revised. or- 
ton’s volume will be a valued addition to the physician’s 
library if he will weigh some of the statements cire- 
fully against those made in the most recent autiior- 
itative literature. 

Chapters on radiography and pyelography, laboratory 
procedures in urology, treatment of congenital syphilis, 
treatment of syphilis in women, the Wassermann re- 
action and its clinical relations, and blood chemistry 
have been written for this edition by colleagues of the 
author at the Long Island College Hospital. 

TuHeEoporE H. Sweetser, M.!). 
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LOCAL ANESTHESIA SIMPLIFIED, John Jacob 
Posner, D.D.S, New York. Chief of the Dental De- 
partment Harlem Dispensary. Fifty-five illustrations. 
St. Louis: The C. V. Mosby Company, 1924. 

This book is well written, with concise, accurate de- 
scriptions, and excellent cuts. 

Anyone whose work is in the region of the fifth 
cranial nerve, will appreciate this work of Posner’s in 
Local Anesthesia Simplified. 

E. E. MacGrszon, D.D.S. 





WOMAN PHYSICIAN—General practice and health 
officer 18 years, laboratory technician one year, de- 
sires health or welfare work, assistantship or insti- 
tutional position. Address C-104, care MINNESOTA 
MEDICINE. 


FOR RENT—Space for Eye, Ear, Nose and Throat 
man. Referred cases from several physicians. 
Lowry Building, Saint Paul. Address C-105, care 
MINNESOTA MEDICINE. 


EXPERIENCED LABORATORY TECHNICIAN 
desires position in Twin Cities or vicinity. Capable 
of doing blood counts, urinalysis, Wassermann, tissue 
staining, blood chemistry, and bacteriology; also 
x-ray. Address C-106, care MINNESOTA MEDICINE. 





OFFICE SPACE FOR RENT in Donaldson Building, 
Minneapolis. Rate very reasonable. Call Geneva 
2564 or address X, care MINNESOTA MEDICINE. 


POSITION WANTED—Physician doing eye, ear, 
nose and throat work, wants part or possibly full 
time work in Twin Cities. Address C-102, care 
MINNESOTA MEDICINE. ‘ 





WANTED-—Salaried appointments for Class A physi- 
cians in all branches of the medical profession. Let 
us put you in touch with the best man for your open- 
ing. Our nation-wide connections enable us to give 
superior service. Aznoe’s National Physicians’ Ex- 
change, 30 North Michigan Ave., Chicago. Estab- 
lished 1896. Member The Chicago Association of 
Commerce. 


WANTED—Fye, ear, nose and throat man to become 
associated with a group of physicians. New clini- 
cal building. X-ray and clinical laboratories fully 


equipped. Will give free office expense until cs- 
tablished. Address C-107, care MINNESOTA 
MEDICINE. 
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CONSTITUTION AND BY-LAWS 


CONSTITUTION AND BY-LAWS OF THE MINNESOTA STATE MEDICAL ASSOCIATION* 
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Adopted in 1926 And As Amended To Date. 


CONSTITUTION 
ARTICLE I—NAME OF THE ASSOCIATON 
The name and title of this organization shall be the 
Minnesota State Medical Association. 


ARTICLE II—PURPOSES OF THE ASSOCIATION 

The purposes of this Association shall be to federate 
and bring into one compact organization the entire 
medical profession of the State of Minnesota and to 
unite with similar societies of other states to form the 
American Medical Association; to extend medical 
knowledge and advance medical science; to elevate the 
standard of medical education, and to secure the enact- 
ment and enforcement of just medical laws; TO PRO- 
MOTE PUBLIC HEALTH ; to promote friendly inter- 
course among physicians; to guard and foster the 
material interests of its members and to protect them 
against imposition; and to enlighten and direct public 
opinion in regard to the great problems of state medi- 
cine, so that the profession shall become more capable 
and honorable within itself, and more useful to the 
public in the prevention and cure of disease and in 
prolonging and adding comfort to life. 


ARTICLE III—COMPONENT SOCIETIES 

Component societies shall consist of those county and 
district medical societies which hold charters from this 
Association. 

ARTICLE IV—COMPOSITION OF THE ASSOCIATION 

Section 1. This Association shall consist of Mem- 
bers, Delegates, EMERITUS MEMBERS, and Guests. 

Sec. 2. Members. The Members of this Association 
shall be the members of the component county and 
district medical societies. 

Sec. 3. Delegates. Delegates shall be those members 
who are elected in accordance with this Constitution and 
By-Laws to represent their respective component so- 
cieties in the House of Delegates of this Association. 

Sec. 4. EMERITUS MEMBERS. EMERITUS 
MEMBERS SHALL BE THOSE MEMBERS OF 
COMPONENT, DISTRICT OR COUNTY MEDI- 
CAL SOCIETIES, WHO HAVE HELD SUCH 
MEMBERSHIP FOR A PERIOD OF 25 YEARS, 
AND HAVE REACHED THE AGE OF 60 YEARS, 
OR THROUGH PHYSICAL DISABILITY, ARE UN- 
ABLE TO ENGAGE IN ACTIVE PRACTICE, AND 
WHO, UPON THEIR OWN REQUEST TO THEIR 
DISTRICT OR COUNTY SOCIETY, SHALL HAVE 
BEEN DECLARED EMERITUS MEMBERS Ci: 
SUCH DISTRICT OR COUNTY SOCIETIES. 

Sec. 5. Guests. Any distinguished physician not a 
resident of this state who is a member of his own State 
Association may become a guest during an Annual Ses- 
sion on invitation of the officers of this Association, 
and shall be accorded the privilege of participating in 
all of the scientific work for that Session. 

ARTICLE V—HOUSE OF DELEGATES 

The House of Delegates shall be the legislative and 
business body of the Association, and shall consist of 
(1) Delegates elected by the component county and dis- 


*All new material is in capitals. 


trict societies, (2) the Councilors, (3) THE PRESI- 
DENT, (4) THE PRESIDENT ELECT, and (5) ex- 
officio the Secretary AND TREASURER of this Asso- 
ciation. 

ARTICLE VI—COUNCIL 


The Council shall consist of the Councilors, the Presi- 
dent, THE PRESIDENT ELECT, and exofficio the 
Secretary and Treasurer. Besides its duties mentioned 
in the By-Laws, it shall constitute the Finance Com- 
mittee of the House of Delegates. A majority of 
Councilors shall constitute a quorum. 


ARTICLE VII—SECTIONS AND DISTRICT SOCIETIES 


The House of Delegates may provide for a division 
of the scientific work of the Association into appro- 
priate Sections, and for the organization of such 
Councilors District Societies as will promote the best 
interests of the profession, such societies to be com- 
posed exclusively of members of component county and 
district societies. 

DISTRICT COMPONENT SOCIETIES ARE 
HEREBY DEFINED -AS AGGREGATIONS OF 
MEMBERS OF THIS ASSOCIATION LIVING IN 
SUCH SPARSELY SETTLED DISTRICTS AS TO 
MAKE THE ORGANIZATION OF INDIVIDUAL 
COUNTY MEDICAL SOCIETIES INADVISABLE. 


ARTICLE VIII—SESSIONS AND MEETINGS 


Section 1. This Association shall hold an Annual 
Session, during which there shall be held General Meet- 
ings, which shall be open to all registered members 
and guests. 

Sec. 2. The general time and place for holding each 
Annual Session shall be fixed by the House of Dele- 
gates, PROVIDED THAT THE EXACT DATE OF 
THE MEETING MAY BE FIXED BY THE COM- 
MITTEE ON SCIENTIFIC ASSEMLY. 


ARTICLE IX—OFFICERS 


Section 1. The officers of this Association shall be 
a President, PRESIDENT ELECT, 2 VICE PRESI- 
DENTS, a Secretary, a Treasurer and a COUNCILOR 
FOR EACH COUNCILOR DISTRICT. 

Sec 2. The officers, except the Councilors, shall 
be elected annually. The terms of the elected Coun- 
cilors shall be for three years. All of these officers 
shall serve until their successors are elected and in- 
stalled. 

Sec. 3. The officers of this Association shall be 
elected by the House of Delegates at the second meet- 
ing of the House of Delegates at the Annual Session, 
but no Delegate shall be eligible to any office named in 
the preceding section, except that of Councilor, and no 
person shall be elected to any such office who is not in 
attendance upon that Annual Session, and who has not 
been a member of the Association for the past two 
years. 

ARTICLE X—FUNDS AND EXPENSES 


Funds shall be raised by an equal per capita assess- 
ment of members. The amount of the assessment shall 
be fixed by the House of Delegates, but shall not exceed 
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the sum of FIFTEEN DOLLARS ($15.00) per capita 
per annum except on a two-thirds vote of the Dele- 
gates present. Funds may also be raised from the 
Association’s publications, by voluntary contributions, 
and in other manner approved by the House of Del- 
egates. Funds may be appropriated by the House of 
Delegates to defray the expenses of the Association, 
for publications, and for such other purposes as will 
promote the welfare of the profession. All resolu- 
tions appropriating funds must be referred to the 
Finance Committee before action is taken thereon. 
ARTICLE XI—REFERENDUM 


Section 1. A General Meeting of the Association 
may, be a two-thirds vote of the members present, 
order a general referendum on any question pending 
before the House of Delegates, and when so ordered, 
the House of Delegates shall submit such question to 
the members of the Association, who may by mail or 
in person, and, if the members voting shall comprise a 
majority of all the members of the Association, a ma- 
jority of such a vote shall determine the question and 
be binding on the House of Delegates. 

Sec. 2. The House of Delegates may, by a two- 
thirds vote of its own members, submit any question 
before it to a general referendum, as provided in the 
preceding section, and the result shall be binding on 
the House of Delegates. 

ARTICLE XII—THE SEAL 


The Association shall have a common Seal, with 
power to break, change or renew the same at pleasure. 
ARTICLE XIII—AMENDMENTS 

The House of Delegates may amend any article of 
this Constitution by a two-thirds vote of the Delegates 
present at any Annual Session, provided that such 
amendment shall have been presented in open meeting 
at a previous session, and that it shall have been pub- 
lished twice during the year in the bulletin or journal 
of this Association, and sent officially to each com- 
ponent society at least two months before the meeting 
at which final action is to be taken. 





BY-LAWS 
CHAPTER I—MEMBERSHIP 
Section 1. The name of a physician on the properly 
certified roster of members of a component society, 
which has paid its annual assessment, shall be prima 
facie evidence of membership in this Association. 

Sec. 2. Any person who is under sentence of sus- 
pension or expulsion from a component society, or 
whose name has been dropped from its roll of mem- 
bers, shall not be entitled to any of the rights or bene- 
fits of this Association, nor shall he be permitted to 
take part in any of its -proceedings until he has been re- 
lieved of such disability. 

Sec. 3. EMERITUS AND VISITING MEMBERS 
OF COMPONENT DISTRICT OR COUNTY MED- 
ICAL SOCIETIES SHALL HAVE ALL THE 
RIGHTS AND PRIVILEGES OF MEMBERS EX- 
CEPT THOSE OF VOTING AND HOLDING OF- 
FICE. THEY SHALL BE EXEMPT FROM ALL 
DUES AND ASSESSMENTS, EXCEPT THAT 
THEY SHALL NOT BE ENTITLED TO COPIES 


OF MINNESOTA MEDICINE WITHOUT SUP. 
SCRIPTION. 

Sec. 4. Each member in attendance at the Annual 
Session shall have his name entered on the regisira- 
tion records indicating the component society of which 
he is a member. When his right to membership has 
been verified by reference to the roster of his society, 
he shall receive a badge, which shall be evidence of his 
right to all the privileges of membership at that Ses- 
sion. No member shall take part in any of the pro- 
ceedings of an Annual Session until he has complied 
with the provisions of the section. 


CHAPTER II—TERMS OF OFFICE 


TERMS OF OFFICE OF THE OFFICERS AND 
COMMITTEE MEN UNLESS OTHERWISE PRO- 
VIDED SHALL BE FOR A TERM OF ONE YEAR 
FROM JANUARY 1ST FOLLOWING DATE OF 
THEIR ELECTION. 


CHAPTER III—ANNUAL AND SPECIAL SESSIONS OF THE 
ASSOCIATION 

Section 1. The Association shall hold an Annual Ses- 
sion at such time and place as has been fixed at the 
preceding Annual Session by the House of Delegates, 
AND THE COMMITTEE ON SCIENTIFIC AS- 
SEMBLY. 

Sec. 2. Special meetings of either the Association or 
of the House of Delegates shall be called by the Presi- 
dent on petition of twenty delegates OR fifty members. 


CHAPTER IV—GENERAL MEETINGS 


Section 1. All registered members may attend and par- 
ticipate in the proceedings and discussions of the Gen- 
eral Meetings and of the Sections. The General Meet- 
ings shall be presided over by the President or by one 
of the Vice-Presidents, and before them shall be de- 
livered the address of the President. 

Sec. 2. The General Meeting may recommend to the 
House of Delegates the appointment of committees or 
commissions for investigation of special interest and 
importance to the profession and the public. 


CHAPTER V-—-HOUSE OF DELEGATES 


Section 1. The House of Delegates shall meet at 2 p. m. 
on the FIRST day of the Annual Session. It may ad- 
journ from time to time as may be necessary to com- 
plete its business, provided, that its hours shall conflict 
as little as possible with the General Meetings. The 
order of business shall be arranged as a separate sec- 
tion of the program. 


Sec. 2. Each component society shall be entitled to 
send to the House of Delegates each year one delegate 
for every fifty members, and one for each fraction 
thereof, but each component society which has made its 
annual report and paid its assessments as provided in 
this Constitution and By-Laws, shall be entitled to one 
delegate. 

Sec. 3. Twenty delegates shall constitute a quorum. 

Sec. 4. It shall, through its officers, Council and 
otherwise, give diligent attention to and foster the 
scientific work and spirit of the Association, and shall 
constantly study and strive to make each Annual Ses- 
sion a stepping-stone to future ones of higher interest. 

Sec. 5. THE CHAIRMEN OF THE VARIOUS 
APPOINTED COMMITTEES AND THE DELE- 
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GATES TO THE AMERICAN MEDICAL ASSO- 
CIATION MAY ATTEND THE REGULAR MEET- 
INGS OF THE HOUSE OF DELEGATES BUT 
WITHOUT THE RIGHT TO VOTE. THE CHAIR- 
MEN OF THE VARIOUS COMMITTEES MAY 
PARTICIPATE IN DEBATE ON THEIR OWN 
REPORTS. 

Sec. 6. It shall consider and advise as to the ma- 
terial interest of the profession, and of the public in 
those important matters wherein it is dependent upon 
the profession, and shall use its influence to secure and 
enforce all proper medical and public health legisla- 
tion, and to diffuse popular information in relation 
thereto. 

Sec. 7. It shall make careful inquiry into the con- 
dition of the profession of each county in the State, 
and shall have authority to adopt such methods as may 
be deemed most efficient for building up and increasing 
the interest in such county societies as already exist, 
and for organizing the profession in counties where 
societies do not exist. It shall especially and syste- 
matically endeavor to promote friendly intercourse 
among physicians of the same locality, and shall con- 
tinue these efforts until every physician in every 
county of the State who can be made reputable has 
been brought under medical society influence. 

Sec. 8. It shall encourage post-graduate and re- 
search work, as well as home study, and shall endeavor 
to have the results utilized and intelligently discussed 
in the county AND DISTRICT societies. 

Sec. 9. It shall elect representatives to the House 
of Delegates of the American Medical Association in 
accordance with the Constitution and By-Laws of that 
body, AND AS IS HEREINAFTER PROVIDED. 

Sec. 10. It shall, upon application, provide and issue 
charters to county OR DISTRICT societies organized 
to conform to this Constitution and By-Laws. 

Sec. 11. In sparsely settled sections it shall have au- 
thority to organize the physicians of two or more 
counties into societies to be designated by hyphenat- 
ing the names of two or more counties so as to dis- 
tinguish them from district and other classes of socie- 
ties, and these societies, when organized and chartered, 
shall be entitled to all the privileges and representation 
provided herein for county societies, until such counties 
may be organized separately. 

Sec. 12. It shall divide the State into Councilor Dis- 
tricts, specifying what counties each district shall in- 
clude, and, when the best interest of the Association 
and profession will be promoted thereby, organize in 
each a district medical society, and all members of 
component county societies, and no others, shall be 
inembers in such district societies. 

Sec. 13. It shall have authority to appoint commit- 
tees for special purposes from among members of the 
Association who are not members of the House of 
Delegates. Such committees shall report to the House 
of Delegates, and may be present and participate in 
the debate on their reports. 

Sec. 14. It shall approve all memorials and resolu- 
tions issued in the name of the Association before the 
same shall become effective. 

Sec. 15. A MEMBER OF THE STATE ASSO- 
CIATION MUST BE A MEMBER OF SOME COM- 
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PONENT COUNTY OR DISTRICT SOCIETY 
AND CONVERSELY A MEMBER OF A COUNTY 
OR DISTRICT SOCIETY MUST BE A MEMBER 
OF THE STATE ASSOCIATION. AN ACTION 
OF THE HOUSE OF DELEGATES OR OF THE 
COUNCIL SHALL BE BINDING UPON ITS MEM- 
BERS UNLESS OTHERWISE PROVIDED. 
CHAPTER VI—ELECTION OF OFFICERS 

Section 1. THE MANNER OF ELECTIONS 
SHALL BE DETERMINED BY THE ASSEMBLED 
HOUSE OF DELEGATES, and a majority of the 
votes cast shall be necessary to elect. 

Sec. 2. The election of officers shall be the first 
order of business of the House of Delegates after the 
reading of the minutes AT THE SECOND MEET- 
ING OF THE HOUSE OF DELEGATES. 

Sec 3. Any person known to have solicited votes 
for or sought any office within the gift of this Asso- 
tiation shall be ineligible for any office for two years. 

CHAPTER VII—DUTIES OF OFFICERS 

Section 1. The President shall preside at all meetings 
of the Association and of the House of Delegates. HE 
shall appoint all committees not otherwise provided for. 
HE shall deliver an annual address and perform such 
other duties as custom and parliamentary usage may 
require. He shall be the real head of the profession 
of the State during his term of office, and, as far as 
practicable, shall visit by appointment the various sec- 
tions of the State and assist the Councilors in building 
up the county societies, and in making their work more 
practical and useful. 

Sec. 2. THE VICE PRESIDENTS SHALL AS- 
SIST THE PRESIDENT IN THE DISCHARGE 
OF HIS DUTIES. IN THE EVENT OF THE 
PRESIDENT’S DEATH, RESIGNATION OR RE- 
MOVAL FROM THE STATE OR INABILITY TO 
FUNCTION, THE FIRST VICE PRESIDENT 
SHALL AUTOMATICALLY FUNCTION AS 
PRESIDENT. 

Sec. 3. The Treasurer shall give bond in such sum 
as the Council may require. The Council shall exe- 
cute said bond with some indemnity company at the ex- 
pense of the Association. He shall demand and receive 
all funds due the Association together with the be- 
quests and donations. He shall pay money out of the 
treasury only on a written order of the CHAIRMAN 
OF THE COUNCIL, countersigned by the Secretary 
OF THE ASSOCIATION; HE SHALL subject his 
accounts to such examinations as the House of Dele- 
gates may order, and he shall annually render an ac- 
count of his doings and of the state of the funds in 
his hands. The amount of his salary shall be fixed by 
the Council. THE COUNCIL MAY AT ITS DIS- 
CRETION ALLOW THE SECRETARY A RE- 
VOLVING FUND OF SUCH MONEYS AS IT 
DEEMS ADVISABLE. THIS MONEY MAY BE 
EXPENDED BY THE SECRETARY FOR SUCH 
ADMINISTRATIVE PURPOSES AS HE DEEMS 
NECESSARY. 

Sec. 4. The Secretary shall attend the General Meet- 
ings of the Association and the meetings of the House 
of Delegates, and shall keep minutes of their respec- 
tive proceedings in separate record books. He shall be 
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ex-officio Secretary of the Council. He shall be cus- 
todian of all record books and papers belonging to the 
Association, except such as properly belong to the 
Treasurer, and shall keep account of and promptly turn 
over to the Treasurer, all funds of the Association 
which come into his hands. He shall provide for the 
registration of the members and delegates at the An- 
nual Sessions. He shall, with the codperation of the 
secretaries of the component societies, keep a card- 
index register of all the legal practitioners of the 
State by counties, noting on each his status in relation 
to his county OR DISTRICT society, and, on request, 
shall transmit a copy of this list to the American 
Medical Association. He shall aid the Councilors in 
the organization and improvement of the county OR 
DISTRICT societies and in the extension of the power 
and usefulness of this Association. He shall conduct 
the official correspondence, notifying members of meet- 
ings, officers of their election, and committees of their 
appointment and duties. He shall employ such assis- 
tants as may be ordered by the COUNCIL, and shall 
make an annual report to the House of Delegates. He 
shall supply each component society with the neces- 
sary blanks for making their annual reports; shall keep 
an account with the component societies, charging 
against each society its assessment, collect the same, 
and at once turn it over to the Treasurer. Acting 
with the Committee on Scientific ASSEMBLY, he shall 
prepare and issue all Programs. The amount of his sal- 
ary shall be fixed by Council. The Secretary shall pre- 
sent to the Association on the last day of the Gen- 
eral Session, a summary of the proceedings of the 
Council and the House of Delegates. 
CHAPTER VIII—COUNCIL 


Section 1. THE COUNCIL SHALL HAVE FULL 
AUTHORITY AND POWER OF THE HOUSE OF 
DELEGATES BETWEEN ANNUAL SESSIONS, 
UNLESS THE HOUSE OF DELEGATES SHALL 
BE CALLED INTO SESSION AS PROVIDED IN 
THE CONSTITUTION AND BY-LAWS. IT 
SHALL CONSIST OF THE COUNCILORS AND 
THE PRESIDENT, AND THE PRESIDENT- 
ELECT AND EX-OFFICIO THE SECRETARY 
AND THE TREASURER OF THIS ASSOCIA- 
TION. A MAJORITY OF ITS MEMBERS SHALL 
CONSTITUTE A QUORUM. 


Sec. 2. The Council shall meet on the FIRST day 
of the Annual Session and daily during the Session 
and at such other times as necessity may require, sub- 
ject to the call of the chairman, or on petition of three 
Councilors. It shall meet on the last day of the An- 
nual Session of the Association to organize and out- 
line work for the ensuing year. It shall elect a chair- 
man and a clerk, who; in the absence of the Secretary 
of the Association, shall keep a record of its proceed- 
ings. It shall, through its chairman, make an annual 
report to the House of Delegates. 

Sec. 3. Each Councilor shall be organizer, peace- 
maker and censor for his district. He shall visit the 
counties in his district when necessary for the pur- 
pose of organizing component societies where none 
exist; for inquiring into the conditions of the pro- 


fession, and for improving and increasing the zeal of 


the county societies and their members. The n-ces- 
sary traveling expenses incurred by such Councilor 
in the line of the duties herein imposed may b al- 
lowed by the FINANCE COMMITTEE OF ‘HE 
COUNCIL on a proper itemized statement, and cach 
Councilor MAY receive as compensation a per diem 
of $10.00 while engaged in making his official visits to 
the counties in his district, OR IN ATTENDANCE 
AT DULY AUTHORIZED SPECIAL MEETINGS 
OF THE COUNCIL, but this shall not be construed 
to include his expense in attending the Annual Ses- 
sion of the Association. 

Sec. 4. The Council shall be the board of censors 
of the Association. It shall consider all questions in- 
volving the rights and standing of members, whether 
in relation to other members, to the component socie- 
ties, or this Association. All questions of an ethical 
nature brought before the House of Delegates or the 
General Meeting shall be referred to the Council with- 
out discussion. It shall hear and decide all questions 
of discipline affecting the conduct of members or com- 
ponent societies on which an appeal is taken from the 
decision of an individual Councilor, and its decision in 
all such matters be final. 


Sec. 5. In sparsely settled sections it shall have 
authority to organize the physicians of two or more 
counties into societies, to be suitably designated so as 
to distinguish them from district societies, and these 
societies, when organized and chartered, shall be en- 
titled to all rights and privileges provided for compo- 
nent societies until such counties shall be organized sep- 
arately. 

Sec. 6. The Council shall provide for and super- 
intend the publication and distribution of all proceed- 
ings, transactions and memoirs of the Association, and 
shall have authority to appoint an editor and such assist- 
ants as it deems necessary, FOR PUBLICATIONS 
OTHER THAN MINNESOTA MEDICINE. IT 
SHALL DETERMINE THE SALARIES OF ALL 
EMPLOYES OF THIS ASSOCIATION. All money 
received by the Council and its agents, resulting from 
the discharge of the duties assigned to them, must be 
paid to the Treasurer of the Association. As the Fi- 
nance Committee it shall annually SUPERVISE THE 
AUDITING OF the accounts of the Treasurer and 
Secretary and other agents of this Association and pre- 
sent a statement of the same in its annual report to 
the House of Delegates, which report shall also specify 
the character and cost of all the publications of the 
Association during the year, and the amount of all 
other property belonging to the Association under its 
control, with such suggestions as it may deem neces- 
sary. In the event of a vacancy in the office of the 
Secretary or the Treasurer, the Council shall fill the 
vacancy until the next annual election. 


Sec. 7. IT MAY—AT ITS DISCRETION—EM- 
PLOY EXPERT ASSISTANCE IN AUDITING 
THE VARIOUS RECORDS OF THE OFFICERS 
AND COMMITTEES OF THE ASSOCIATION. 

Sec. 8. IT MAY—AT ITS DISCRETION—EM- 
PLOY SUCH HELP AS IT MAY DEEM NECES- 
SARY TO FACILITATE THE WORK OF THE AS- 
SOCIATION. 
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THE COUNCIL MAY AT ITS DISCRE- 
SPEND FOR THE PURPOSES FOR 


ces- Sec. 9. 


TIONS WHEN MEETING SEPARATELY AND 
ilor NI 
TION 


ALTERNATELY WHEN THE PROGRAMS OF 


al- | wHICH IT WAS CREATED, SUCH MONEYS AS THE SECTIONS ARE COMBINED. THEY 
HE @ arE IN THE EDUCATIONAL FUND. SHALL, FURTHERMORE, COOPERATE WITH 
ach | 7 Sec. 10. THE COUNCIL SHALL FILL ANY THE RESPECTIVE SECTION SECRETARIES IN 
im | yACANCY NOT OTHERWISE PROVIDED FOR THE ARRANGEMENT OF THIS PROGRAM. 
to) WHICH MAY OCCUR DURING THE INTERVAL THIS COMMITTEE SHALL COLLABORATE 
CE BETWEEN ANNUAL MEETINGS OF THE WITH THE COMMITTEE ON ARRANGEMENTS 
GS |} HOUSE OF DELEGATES; THE APPOINTEE TO THE BEST INTERESTS OF THE ANNUAL 
ued SHALL SERVE UNTIL HIS SUCCESSOR HAS MEETING. 
_ BEEN ELECTED AND HAS QUALIFIED. . Sec. 3. The Committee on Public Policy and Leg- 
‘a Sec. 11. THE COUNCIL SHALL NOMINATE | jgjation shall consist of 5 members and the President 
ors ™=& AND PRESENT TO THE HOUSE OF DELE- 


and Secretary. Under the direction of the House of 





in. || GATES A LIST OF NOMINATIONS FOR DELE- Delegates, it shall represent the Association in secur- 
her » GATES TO THE AMERICAN MEDICAL ASSO- ing and enforcing legislation in the interest of public 
cie- || CIATION TO BE VOTED UPON BY THE HOUSE health and scientific medicine. It shall keep in touch 
ical OF DELEGATES. ADDITIONAL NOMINATIONS with professional and public opinion, shall endeavor 
the } MAY BE MADE FROM THE FLOOR OF THE to shape legislation so as to secure the best results 
ith- ia HOUSE OF DELEGATES. for the whole people, and shall strive to organize pro- 
oms i CHAPTER IX—COMMITTEES fessional influence so as to promote the general good 
sie, eels 4 : 
o. Section 1. The standing committees shall be as fol- ete ena in local, state and national affairs 
in + lows and appointed by the President unless otherwise na c . : 

provided. Sec. 4. THE EDITING AND PUBLISHING COM- 


| A Committee on Scientific ASSEMBLY. MITTEE SHALL. CONSIST OF 5 MEMBERS 

re ; A Committee on Public Policy and Legislation. APPOINTED SERIALLY BY THE PRESIDENT, 2 
A Committee on Necrology. SHALL BE MEMBERS OF THE HENNEPIN 
AN EDITING AND PUBLISHING COMMIT- COUNTY MEDICAL SOCIETY, 2 SHALL BE 
TEE MEMBERS OF THE RAMSEY COUNTY MEDI- 


Cp- 


Ea AAR ct 


A COMMITTEE ON PUBLIC HEALTH EDUCA- 
TION. 

\ COMMITTEE ON RADIO BROADCASTING. 

A Committee on Hospitals and Medical Education. 

A Committee on Arrangements, and such other com- 


CAL SOCIETY, AND ONE SHALL BE A MEM- 
BER OF SOME OTHER COUNTY MEDI- 
CAL SOCIETY,—EACH SHALL HOLD OFFICE 
FOR A PERIOD OF 5 YEARS. THE EDITING 
AND PUBLISHING COMMITTEE SHALL HAVE 


; alinese Gx thas tes tana. FULL RESPONSIBILITY AND CONTROL OF 
nd {> ~~ COMMITTEE ON SCIENTIFIC ASSEMBLY:— THE EDITING AND PUBLISHING OF MINNE- 
st 5 IN ORDER TO FACILITATE THE WORK OF SOTA MEDICINE AND THE APPOINTMENT OF 
pe M) THE ASSOCIATION, ITS SCIENTIFIC WORK [ITS EDITOR AND BUSINESS MANAGER AND 
“| |g SHALL BE GROUPED UNDER TWO SECTIONS, SHALL DETERMINE THEIR COMPENSATION 
an TO BE DESIGNATED, 1ST SECTION OR MEDI- SUBJECT TO APPROVAL BY THE COUNCIL. 
oe CINE, AND 2ND SECTION, SURGERY, UNDER THEY SHALL MAKE AN ANNUAL REPORT TO 
re WHICH SHALL BE GROUPED THE APPROPRI- THE HOUSE OF DELEGATES. 
~ ATE SUBDIVISIONS REPRESENTED BY THE _ THE STATE ASSOCIATION SHALL PAY THE 
Fi- SPECIAL BRANCHES OF MEDICINE AND SUR. EDITING AND PUBLISHING COMMITTEE THE 
wr GERY RESPECTIVELY. THE PRESIDENT SUM OF TWO DOLLARS PER YEAR PER MEM- 
nd SHALL APPOINT FOR EACH ANNUAL MEET- BER IN CONSIDERATION FOR WHICH EACH 
re- ING A CHAIRMAN AND SECRETARY FOR MEMBER OF THE ASSOCIATION SHALL RE- 
hen EACH SECTION. THE MEMBERSHIP OF THE CEIVE A COPY OF THE JOURNAL FOR ONE 
md COMMITTEE ON SCIENTIFIC ASSEMBLY YEAR. 
i) }. SHALL CONSIST OF THE CHAIRMAN AND AN ASSOCIATE EDITOR SHALL BE AP- 
a" |) SECRETARY OF THE SECTIONS OF MEDICINE POINTED FOR EACH COUNCILOR DISTRICT, 
S 9— AND SURGERY, THE PRESIDENT, FIRST VICE- BY THE EDITING AND PUBLISHING COM- 
». [| PRESIDENT, THE PRESIDENT-ELECT AND MITTEE. 
ne [THE SECRETARY OF THE ASSOCIATION. _THE PROFITS DERIVED FROM THE PUBLI- 
) THE PRESIDENT AND FIRST VICE-PRES- CATION OF THE JOURNAL SHALL BE PAID 
‘) IDENT SHALL ACT AS CHAIRMAN AND VICE- INTO THE TREASURY OF THE STATE MEDI- 
M- (% CHAIRMAN RESPECTIVELY. IT SHALL BE CAL ASSOCIATION AND ANY DEFICIT ARIS- 
‘'G |) THE DUTY OF THE COMMITTEE TO ARRANGE ING FROM THE PUBLICATION OF THIS 
‘S [ FOR AN ATTRACTIVE AND INSTRUCTIVE JOURNAL BE PAID FROM THE TREASURY OF 
| SCIENTIFIC PROGRAM AT THE VARIOUS SES- THE ASSOCIATION. 
M- [} SIONS OF THE ENSUING MEETING OF THE Sec. 5. THE COMMITTEE ON PUBLIC 
“4 ASSOCIATION. IT SHALL BE THE DUTY OF HEALTH EDUCATION SHALL CONSIST OF 5 


THE SECTION CHAIRMAN TO PRESIDE OVER 
THE MEETINGS OF THE RESPECTIVE’ SEC- 


MEMBERS OR AS MANY MORE AS THE COUN- 
CIL MAY DETERMINE. ITS FUNCTION SHALL 
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BE, FIRST, TO STRIVE TO DEVELOP AN IN- 
TELLIGENT PUBLIC VIEWPOINT TOWARD 
THE MEDICAL PROFESSION; SECOND, TO CO- 
OPERATE WITH THE VARIOUS AGENCIES 
THROUGHOUT THE STATE WHOSE FUNC- 
TION IS THE PROMOTION OF PUBLIC 
HEALTH, AND WHOSE GOVERNING BODIES 
ARE COMPOSED IN WHOLE OR IN PART OF 
LAYMEN, SO THAT FROM A MEDICAL STAND- 
POINT THESE AGENCIES SHALL BE INTELLI- 
GENTLY ADMINISTERED; THIRD, TO USE 
SUCH MEASURES THROUGHOUT THE STATE 
AS MAY BE NECESSARY TO ELIMINATE 
FRAUDULENT MEDICAL ADVERTISEMENTS 
FROM THE PUBLIC PRESS; FOURTH, TO AID 
AND ENCOURAGE EACH COMPONENT SOCI- 
ETY TO CONDUCT AT LEAST ONE ANNUAL 
PUBLIC MEDICAL MEETING; FIFTH, TO EN- 
COURAGE PUBLIC HEALTH EDUCATIONAL 
MATTERS THROUGH THE CHANNELS OF THE 
PUBLIC PRESS—RADIO—MOVIES AND THE 
LECTURE PLATFORM. 


Sec. 6. THE RADIO BROADCASTING COM- 
MITTEE SHALL CONSIST OF 5 MEMBERS. 
ITS FUNCTION SHALL BE TO SECURE PAPERS 
SUITABLE FOR RADIO BROADCASTING AND 
TO SECURE AS WIDE NEWSPAPER PUBLICITY 
FOR THESE PAPERS THROUGHOUT THE 
STATES AS MAY BE PRACTICABLE. THE 
NAMES OF THE WRITERS OF SUCH PAPERS 
SHALL NOT BE ANNOUNCED OVER THE 
RADIO OR IN THE PAPERS OR MAGAZINES 
IN WHICH THEY ARE PUBLISHED. THEY 
SHALL BE ANNOUNCED AND PUBLISHED AS 
BEING UNDER THE AUSPICES OF THE MINNE- 
SOTA STATE MEDICAL ASSOCIATION AND 
THE COUNTY SOCIETY OF WHICH THE 
WRITER IS A MEMBER TOGETHER WITH THE 
NAME OF THE CITY IN WHICH THE WRITER 
RESIDES. 

Sec. 7. THE COMMITTEE ON HOSPITALS AND 
MEDICAL EDUCATION SHALL CONSIST OF 
FIVE MEMBERS. ITS FUNCTION SHALL BE:— 

1. TO GIVE INFORMATION AND RECOM- 
MENDATIONS, IF INDICATED, TO THE ASSO- 
CIATION IN MATTERS PERTAINING TO MEDI- 
CAL EDUCATION IN THE STATE. 

2. TO ENCOURAGE AND DEVELOP A COM- 
PREHENSIVE PROGRAM FOR POST-GRAD- 
UATE INSTRUCTION, AND IN COOPERATION 
WITH THE FACULTY OF THE UNIVERSITY 
TO ARRANGE FOR SUCH COURSES TO BE 
GIVEN AT A MINIMUM OF EXPENSE AND 
LOSS OF TIME. 

3. TO MAINTAIN JURISDICTION OVER THE 
STANDARDIZATION OF HOSPITALS WITHIN 
THE STATE AND IN COOPERATION WITH NA- 
TIONAL SOCIETIES WHO MAINTAIN BU- 
REAUS OF STANDARDIZATION TO SEE THAT 
. SUCH STANDARDS ARE MAINTAINED. 

4. THE CHAIRMAN OF THIS COMMITTEE 
SHALL BE A REPRESENTATIVE OF THIS AS- 
SOCIATION AT THE ANNUAL CONGRESS OF 
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MEDICAL EDUCATION AND MEDICAL LICEN. 
SURE, PUBLIC HEALTH AND HOSPITALS OF 
THE NATIONAL COMMITTEE. 

Sec. 8. The Committee on Arrangements shall be 
appointed by the component society of the county in 
which the Annual Session is to be held. It shall pro- 
vide suitable accommodations for the meeting places 
of the Association and of the House of Delegates, 
and of their respective committees, and shall have gen- 
eral charge of all the arrangements. Its chairman 
shall report an outline of the arrangements to the 
Secretary for publication in the program, and shall 
make additional announcements during the session as 
occasion may requiree THE COMMITTEE ON AR- 
RANGEMENTS SHALL COOPERATE WITH THE 
COMMITTEE ON SCIENTIFIC ASSEMBLY IN 
THE WORK OF SECURING AN ATTRACTIVE 
AND SUCCESSFUL PROGRAM FOR THE AN. 
NUAL GENERAL SESSIONS OF THE ASSOCIA- 
TION. 


CHAPTER X—COUNTY AND DISTRICT SOCIETIES 


Section 1. All county AND DISTRICT societies now 
in affiliation with the Association or those which may 
hereafter be organized in this State, which have 
adopted principles of organization not in conflict with 
this Constitution and By-Laws, shall, on application, 
receive a charter from and become a component part 
of this Association. 

Sec. 2. As rapidly as can be done after the adoption 
of this Constitution and By-Laws, a medical society 
shall be organized in every county in the State in 
which no component society exists, and charters shall 
be issued thereto. 

Sec. 3. Charters shall be issued only upon approval 
of the Council or the House of Delegates and shall 
be signed by the President and Secretary of this As- 
sociation. The Council or the House of Delegates 
shall have the authority to revoke the charter of any 
component society whose actions are in conflict with 
the letter or spirit of this Constitution and By-Laws. 

Sec. 4. Only one component medical society shall be 
chartered in any county. Where more than one county 
society exists, friendly overtures and concessions shall 
be made, with the aid of the Councilor for the Dis- 
trict, if necessary, and all of the members brought into 
one organization. In case of failure to unite, an ap- 
peal may be made to the Council, which shall decide 
what action shall be taken. 

Sec. 5. Each county and district society shall judge 
of the qualifications of its own members, but, as such 
societies are the only portals of this Association and 
to the American Medical Association, every reputable 
and legally registered physician who does not practice 
or claim to practice, nor lend his support to any ex- 
clusive system of medicine, shall be entitled to mem- 
bership; provided, however, that certain physicians 
who occupy teaching or research positions in recognized 
medical schools and who do not wish to be licensed 
to practice medicine, may acquire honorary member- 
ship in the State and component societies. Before a 


charter is issued to any county or district society, full 
and ample notice and opportunity shall be given to 
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every such physician in the county to become a mem- 
ber. 

Sec. 6. Any physician who may feel aggrieved by 
the action of the society of his county or district in 
refusing him membership, or in suspending or expelling 
him, shall have the right to appeal to the Council, and 
its decision shall be final. 


Sec. 7. In hearing appeals the Council may admit 
oral or written evidence, as in its judgment will best 
and most fairly present the facts, but in case of every 
appeal, both as a Board and as individual Councilors, 
in district and county work, efforts at conciliation and 
compromise shall precede all such hearings. 


Sec. 8. A physician living on or near a county line 
may hold his membership in that. county society most 
convenient for him to attend, on permission of the so- 
ciety under whose jurisdiction he resides. 

Sec. 9. Each component society shall have general 
direction of the affairs of the profession in its county 
or district, and its influence shall be constantly exerted 
for bettering the scientific, moral and material condi- 
tion of every physician in the county or district; and 
systematic efforts shall be made by each member, and 
by the society as a whole, to increase the membership 
until it embraces every qualified physician in the county 
or district. 

Sec. 10. At some meeting in advance of the Annual 
Session of this Association, each county or district so- 
ciety shall elect a delegate or delegates and an alter- 
nate or alternates to represent it in the House of 
Delegates of this Association, in the proportion of one 
delegate to each fifty members or fraction thereof, and 
the Secretary of the society shall send a list of such 
delegates to the Secretary of the Association 2 
MONTHS BEFORE THE DATE FIXED FOR THE 
ANNUAL MEETING. 

Sec. 11. The Secretary of each component society 
shall keep a roster of its members and of the non- 
affliated registered physicians of the county or district, 
in which shall be shown the full name, address, college 
and date of graduation, date of license to practice in 
this State, and such other information as may be 
deemed necessary. In keeping such roster the Secre- 
tary shall note any changes in the personnel of the 
profession by death, or by removal to or from the 
county or district, and in making his annual report he 
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shall be certain to account for every physician who has 
lived in the county or district during the year. 

Sec. 12. The Secretary of each component society 
shall forward the assessment of its members together 
with its roster of officers and members, list of delegates, 
and list of non-affiliated physicians of the county or 
district to the Secretary of this Association each year 
before December 3lst. 

Sec. 13. Each county or district society which fails 
to pay its assessment or make the report required, on 
or before December 3lst, shall be held as suspended and 
none of its members or delegates shall be permitted to 
participate in any of the business or proceedings of 
the Association or of the House of Delegates until 
such requirements have been met. 

Sec. 14. The ANNUAL per capita dues TO THE 
ASSOCIATION OF the members of the component 
societies shall be DETERMINED BY THE HOUSE 
OF DELEGATES AND shall be paid and forwarded 
as hereinbefore provided, BEING PAYABLE ON OR 
BEFORE JANUARY 1ST OF THE YEAR FOR 
WHICH THEY ARE LEVIED. 


CHAPTER XI—MISCELLANEOUS 


Section 1. THE TIME REQUIRED FOR DELIV- 
ERY OF ANY PAPER OR ADDRESS BEFORE 
THE ASSOCIATION SHALL BE LEFT TO THE 
DISCRETION OF THE PROGRAM COMMITTEE. 

Sec. 2. All papers read before the Association or 
any of the Societies shall become its property. Each 
paper shall be deposited with the Secretary when read. 

Sec. 3. The deliberations of this Association shall 
be governed by parliamentary usage as contained in 
Robert’s Rules of Order, when not in conflict with this 
Constitution and By-Laws. 

Sec. 4. The Principles of Medical Ethics of the 
American Medical Association shall govern the con- 
duct of members in their relations to each other and 
to the public. 

CHAPTER XII—AMENDMENTS 

These By-Laws may be amended at any annual Ses- 
sion by a majority vote of all the delegates present at 
that session, after the amendment has lain on the table 
for one day. UPON THE ADOPTION OF THIS 
CONSTITUTION AND THESE BY-LAWS ALL 
PREVIOUS CONSTITUTIONS AND BY-LAWS 
ARE THEREBY REPEALED. 








MINNESOTA MEDICINE 


MINNESOTA STATE BOARD OF MEDICAL EXAMINERS 
PHYSICIANS LICENSED AT THE OCTOBER, 1926, EXAMINATION 


NAME 


Benepe, James Lorimer.........................- 


Borgerson, Arthur Henry 


TO PRACTICE IN MINNESOTA 


BY EXAMINATION 


MEDICAL COLLEGE 


—— Wash. Univ. Mo. M.D. 1926....................... 


N. W. Cert. Med. 1926 





Cronwell, Bernhard Johannes, Jr 


Fellows, Manley Fording....................... 


Hanlon, Frank Robert.........................-.- 
Hart, Alfred Benjamin, Jr.................... 


Jordan, Ferdinand Michael................... 


Larson, Arthur J 


re U. of Ill. Cert. Med. 1926 


ibaa Jefferson, M.D. 1925 
St. Louis Univ. M.D. 1925........................... 


sonia U. of Pa. M.D. 1925 


ADDRESS 


Ancker Hospital, St. Paul 
Ancker Hospital, St. Paul 





seoeee U. of Ill. Cert. Med. 1926. 





Ancker Hospital, St. Paul 


..Ancker Hospital, St. Paul 


Mayo Clinic, Rochester 





..Owatonna, Minn. 


1150 1st St., Rochester, Minn. 





N. W. Cert. Med. 1926 





Leddy, Eugene Thomas 


Ancker Hospital, St. Paul 





Harvard, M.D. 1919 





Lee, Seymour Rowland 


«Mayo Clinic, Rochester 





U. of Ill. Cert. Med. 1926 





Leighton, Frederick 


Ancker Hospital, St. Paul 





U. of Minn. M.B. 1926 








Mooney, Leo Patrick 
Nelson, Edmond Newell 


Oak Terrace, Minn. 





U. of Minn. M.B. 1926. 





U. of Minn. M.B. 1926 
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